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Abstract 
This thesis makes a number of key contributions to contemporary Irish Methadone 
Maintenance Treatment (MMT) discourse and practice. As a harm reduction modality, the 
annual number of clients availing of MMT in Ireland has continually increased, (EMCDDA 
2017, 2018, 2019). Due to the recurrent absence of positive outcomes in the lives of clients, 
(Carew & Comiskey 2018, 2018a), human rights have emerged as a valid platform to frame a 
new approach to this recovery model, (CAN & SURIA 2018, Barrett 2010). Heroin use and 
MMT embody what is arguably the primary example and hegemonic response to problematic 
drug use in Ireland, (EMCDDA 2019). Therefore, both are explored as examples of 
deleterious Irish drug use and the predominant recovery model it employs. 
A Foucauldian Approach, predominantly underpinned by genealogy and governmentality, 
informs the tracing of the continual and ephemeral construct of the Irish drug user (and drug 
service user), (Foucault 1991, 2000, 2008). This advances a cogent overview of the socio- 
historic trajectory of the service user and the concomitant societal and administrative 
responses to Irish problematic drug use. An analysis of this trajectory explicates that human 
rights and methadone use are not sudden manifestations of Late Modernity. Rather, they are 
the consequence of broader socio-political and economic contexts within which drug policy 
has always been framed. 
A ‘two-step’ methodology, a combination of Participatory Action Research and Narrative 
Analysis, employed over a three-year period, enabled the compilation of rich, in-depth 
qualitative data from what is traditionally regarded as a vulnerable and hard to reach 
populace. This research asks important questions of Irish MMT. As a recovery modality, it is 
delineated as a mode of social control, a harmful harm reduction service and a method of 
governing and maintaining the docility of a population with little value to a society of frenetic 
consumerism, (Baumann 2000, Lee 2006, Palese 2013). 
Human rights-based recovery advances treatment practices that promote dignity, respect and 
agency. Participation, autonomy, non-discrimination, equality and accountability are also 
values which should translate as tangible entitlements of rights based care, (Barrett 2010, 
Vizard 2011). Although Ireland is a signatory of several human rights instruments that ratify 
the Right to Health and The Public Sector Duty Act, these rights are rarely made manifest in 
contemporary Irish MMT practice. The findings of this thesis suggest that the methadone 
apparatus requires an urgent review of policy, governance and practice if the model is to 
rehabilitate, re-integrate and reduce the harm for those who have difficulties with opioid use. 
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Introduction: 
I'm on 90 mls. (of methadone) and I want to come down, I think it's too much. 
Methadone has had a bad effect on my health, my teeth, my appearance. I think 
methadone has slowed me down. And if I'm being honest it’s starting to affect my 
body. I get depressed too. I get very embarrassed about my appearance, I can't get on 
a bus or anything, I am very ashamed of being on methadone. I'm terrified that people 
will find out, even some of my family don't know. Gerard, 54. 
If you knew the rights you're entitled to, you can claim them and that’s why we need 
to educate them (service users). A lot of the drug users don't know this and as people 
in poverty are surviving, they’re not educated. They have survival skills, but they're 
not educated, and we're (drug users) criminals and don't let you forget that. We’re 






The human rights of the drug user have incrementally become a discussion point 
within academia, popular culture and everyday debate, (Rolles 2017, O’ Mahony 2008, CAN 
& SURIA 2018). it Is a topic that elicits diverse, polarising dispositions. There is a valid 
claim that drug use, in particular problematic drug use, extends beyond the thin boundary of 
harm to oneself. It suffuses society through crime, fear and the tacit threat of blood-borne 
disease. It is often perpetuated by the media, both traditional and social. The caricature of 
“the Junkie” is etched in the public imaginary of many, in particular in the cities and built up 
areas. It consumes the essence of culture, determining presuppositions of place and 
condemning estates and complexes as no-go, (Punch 2005). That Ireland has a social problem 
that merits intense scrutiny and concern is indisputable, in particular regarding the use of 
heroin, (EMCDDA 2019). A half century of illicit, problematic drug use meets a corollary in 
the revolving door of the penal regime and clinical care that situates the heroin user on the 
outer margins of society. Long-term methadone maintenance treatment (MMT) facilities 
represent little hope of re-integration or meaningful rehabilitation, (Mayock et al. 2018, 
Carew & Comiskey 2018;2018a). 
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This research offers something different. The legal underpinnings of drug use are not 
addressed. The morality of continuous drug use is placed aside. Rather, this research emerges 
from the narratives of those who engage with drug services, in this case MMT. The MMT 
client is a little explored social construct, who inhabits a liminal space between habitual drug 
use and rehabilitation. Like street drug use, the prescribing of methadone is contentious, 
polarising and controversial, (Carlin 2005). Present day discussion vis-à-vis decriminalisation 
and supervised injection rooms continue to provoke and disturb a nation that struggled to 
implement a robust harm reduction mechanism not much longer than a decade ago, (Butler & 
Mayock 2005). Our current National Drugs Strategy alludes to a health led response, 
(Department of Health 2017), yet fails to translate into tangible transition. This research 
empowers this traditionally silent population, in an attempt to amplify the service user voice 
and magnify the narrative. For too long research has examined what elites have to say about 
MMT. This research frames MMT service provision from the voices of those who engage 
with services, incidentally a population who have broken no laws in their quest for recourse. 
Current research notes that MMT rarely equates to a clear trajectory that results in re- 
integration (Mayock et al. 2018, Moran et al. 2018, Carew & Comiskey 2018). This research 
employs human rights as a valid platform for a more efficacious exploration of the 
exclusionary modality that governs current drug treatment in Ireland. 
II. Irish Drug Use 
Rates of illicit drug use in Ireland are among the highest in Europe. Data from the 
European Monitoring Centre of Drugs and Drug Addiction (EMCDDA) suggests that over 
seven per one thousand of the population, in the age group of 15-64 regularly consume illegal 
drugs, (EMCDDA 2017, 2018, 2019). Furthermore, drawing from this troika of EMCDDA 
Reports, trends and patterns of drug use over the last three years have exhibited an annual 
incremental rise in the number of people using drugs. Although the most commonly used 
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drugs are cannabis, MDMA and cocaine, the drug that most commonly precipitates treatment 
is heroin, (Ibid.). Therefore, it is heroin use and the services which ostensibly offer assistance 
to its users that are predominantly addressed. 
Ireland has experienced two recognised heroin epidemics; the initial epidemic of the 
early 1980s and another in the mid-1990s, with the intervening years also manifesting a 
steady increase of the numbers using heroin, (Butler 1991, O’ Gorman 1998, O’ Higgins 
1996, Comiskey 2001). This has created a population who have most likely been affected by 
problematic heroin use or at the very least have knowledge, however inaccurate, of heroin 
use, (Dempsey & Comiskey 2011, Barry, Syed & Smyth 2012, Bryan et al. 2000). However, 
the Irish heroin user has traditionally and historically been a subject who elicits intense 
opprobrium and marginalisation, (MacGreil 1996, Bryan et al. 2000, ICCL 2015). Late 
Modernity is a society that values individualism, self-dependence, self-control and moral 
goodness (Wacquant 2009, Young 2007, 2007a). It is underpinned by the frenetic 
marketisation and utilitarian rationalities concomitant with neoliberal economics and politics, 
(Palese 2013, Bauman 2000, Lee 2006). Within this myriad of neoliberal dispositions, norms 
and values, drug users rarely elicit sympathy. Moreover, they are perceived to be a population 
who have chosen to live a life fraught with risk and criminality and should, therefore, be 
prepared to accept and endure the consequences, (Byran et al. 2000). 
III. Harm reduction in Ireland 
 
With heroin use now the predominant epitome of Irish problematic drug use, harm 
reduction modalities have become the hegemonic response, as drug control ostensibly follows 
a trajectory from carceral strategies or responses to drug use to the more tolerant risk 
management technologies of harm reduction, (Kiely & Egan 2000, Butler & Mayock 2005, 
Mugford 1993). Harm reduction is underpinned by amoral, value-neutral rationalities which 
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promulgate mechanisms with the objective of reducing the harms of drug use, as opposed to 
drug use per se, (Newcombe 1992, Single 1995, Kiely & Egan 2000, Miller 2001). Needle 
exchange and methadone provision are the two primary harm reduction modalities that are 
employed by Irish drug services, with the current data indicating that there are over 10,000 
patients availing of methadone maintenance treatment (MMT) in Ireland, (EMCDDA 2019). 
As such, it is now the normative response to problematic heron use. However, drug control, 
policy and its concomitant service provision are neither developed nor implemented within a 
social vacuum. They must be placed within the broader socio-political and economic 
contexts. Heroin users who avail of MMT, as opposed to the drug-free, abstinence-based 
recovery models that resonate with the public, are often perceived as not fully committed to 
recovery, (Iacobucci & Frieh 2016, Carlin 2005). As such, they do not comply with a 
populace that seeks a genuine redemption narrative or manifest a desire to change their 
ostensibly decadent ways. Instead, the latter are considered unstable and irrational social 
misfits, who retain the disposition to use heroin, (Keane 2003, Stevens 2011). From within 
the societal abstinence-based rhetoric, MMT clients have been delineated in the literature as a 
populace who have had their addiction to street opioids replaced by the provision of state- 
sponsored narcotics, propagating a “free fix” rationality that permeates the public 
consciousness, (Carlin 2005, Butler & Mayock 2005). As such, methadone use is perceived 
as but a slight advancement from illicit heroin use; it is not a sufficient action to warrant a 
tangible revision of the sociological, legal or physiological narrative regarding the client’s 
objectification. What emerges is a public health modality that shares few commonalities with 
commensurate health services, with drug service users who experience exclusion from the 
normative mode of public health provision and as will be discussed, must navigate everyday 
practices that would not be tolerated in any other health service. This social exclusion can 
perpetuate human rights violations and a large number of Irish heroin users posit that their 
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rights are rarely upheld by duty bearers, in this case the many key stakeholders who 
participate in the provision of MMT services; doctors, pharmacy staff, counsellors etc., 
(CAN & SURIA 2018, ICCL 2015). Unfortunately, because of this “choice” to pursue a 
lifestyle fraught with risk and harm, it appears drug users and service users often have their 
basic rights violated or restricted. Moreover, they should “be grateful” for any social 
assistance they are granted, further accentuating and intensifying the complexities this 
marginalised populace encounter in their negotiation of MMT services. 
IV. Human Rights and MMT: 
 
Discussions that incorporate human rights and drug use emanate from two divergent 
perspectives. There are those who maintain that the privatised self or socialised subject 
should be empowered with the right to consume illicit drugs for enjoyment or in the course of 
traditional and religious ritual, (Gilmore 1995, Kaplin 2009, Rolles 2017). Others stipulate 
that the War on Drugs informs, facilitates and enables a plethora of human rights 
engagements, from the macro-level of drug production and cultivation to the harms and 
violations which are often exacerbated at the micro-level by prohibitionist discourse, (Keane 
2003, Rolles 2017, Barrett et al. 2008, Barrett 2010, Takahashi 2009). The War on Drugs 
discourse, informed by three United Nations Drug Control Conventions (1961, 1971, 1988) 
extending over three decades, have been argued to inflict more harms on communities and 
individuals than drug use itself, simultaneously demonising drug users and drug use as an 
“evil threat to the health and well-being of mankind”, (United Nations 1961:1, Barrett 2010, 
Stevens 2011, Rolles 2017, Release 2011, Keane 2003). This pejorative rhetoric and logic has 
historically undermined the rights of a vulnerable population, marginalising and alienating 
problematic drug users and eroding their civil liberties and human rights, (ICCL 2015, CAN 
& SURIA 2018). This research is informed by the service user narrative of clients who have 
attempted to engage with methadone services, under the auspices of several human rights, 
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enshrined by a nexus of instruments ratified by the Irish State. It will be argued that the 
societal perspectives that inform the marginalisation of drug users are also made manifest in 
drug services, as drug policy is seen to be a proxy for public perception vis-à-vis drug use. 
With drug use, rehabilitation and human rights traversing a myriad of cross- 
disciplinary perspectives, this research is located within the sociological imagination and 
reality of a marginalised, vulnerable population as they attempt to exercise agency in a 
regime that is widely perceived to be replete with sanction, interdiction and a culture of 
control, (Lawless & Cox 2003, UISCE 2003, Pilling, Hardy & PIRC 2013, SURIA & CAN 
2018). As opposed to liberating the drug user, the strategies propagated by contemporary 
Irish MMT services often coerce service users into oppressed, docile bodies. The instrument 
of regulation and oppression is fear: fear of sanctions, dose reduction and other forms of 
discipline elicited through biopolitical strategies buttressed by the monitoring of the client 
and facilitated by the practice of urinalysis, (CAN & SURIA 2018, HSE 2016, Farrell & 
Barry 2010). This uniform approach to a complex medical issue asks questions from both a 
moral and human rights perspective, underpinned by the client’s right to the highest 
attainable standard of healthcare. With the consistent escalation of drug use in Ireland 
combined with data that expounds that MMT rarely engenders positive outcomes (Moran et 
al. 2018), it is argued that current models, policies and services are perennially failing to 
alleviate problematic drug use, while those who experience the “perfect journey” through 
MMT programmes are increasingly rare, (Moran et al. 2018:1). Consequently, a human rights 
framework now emerges as a valid platform to buttress a paradigm shift vis-à-vis the 
development and implementation of MMT discourse. A human rights-based approach to 
MMT encapsulates an epistemic change from carceral technologies to the risk-management 
rationalities that incorporate dignity, respect, autonomy, participation, equality and non- 
discrimination, (Barrett 2010, Vizard 2011). 
This research is an attempt to re-imagine the MMT client as a rights holder while 
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simultaneously exploring the social, political and economic contexts of neoliberal Ireland which 
are argued to inform a nexus of tensions and contradictions which often restrict the realisation of 
rights for this often marginalised population. Following the three previously discussed 
international drug control instruments which facilitate and inform the lacuna between human rights 
and international drug law, these inherent contradictions are challenged by this research. However, 
political technologies and rationalities and socioeconomic contexts also advance further 
contradictions and challenges for rights-based care. It is within this milieu of contradictions that 
rights often become aspirational goals, (Barrett et al. 2008). Drawing from several human rights 
instruments which have been ratified by the State, this thesis examines the potentialities of several 
fundamental rights as being pertinent to the Irish service user narrative. These include The Right to 
Health, The Right to Participate and The Public Sector Duty. It will be argued that the realisation 
of these fundamental rights is inimical to neoliberal globalisation, (O’Connell 2007, Barrett et al. 
2008). O’ Connell (2007) postulates that narrow neoliberal rationalities that valorise the self while 
concomitantly informing the separation of power from politics are not congenial with human rights 
rhetoric which advocates for State legislation policed and monitored by Statutory actors. His thesis 
that neoliberal globalisation has propagated the gradual decline of State boundaries intertwined 
with the concurrent process of individualisation is one which amplifies the contemporary rhetoric 
of Late Modernity which eschew human rights. The many service user narratives which are 
explicated in this thesis seek accountability from the State as guardians of the subject. Human 
rights are explored as a platform from which the Irish drug service user can be reframed as a 
consumer of public health, availing of treatment that is commensurable with other public health 
services. By seeking accountability and recognising the Irish State as duty bearers in a human 
rights-based framework, the opprobrium which oppresses the contemporary service user is 
unpacked as socio-historic process as opposed to a sudden manifestation of neoliberal 
globalisation. The recognition of this is pivotal to the translation of human rights as tangible 
entitlements in the lives of the MMT patient. By empowering a disempowered populace as rights 
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holders, while concurrently seeking discursive change that is underpinned by human rights, the 
objective is to foster service provision that is client centered, outcome orientated and that locates a 
space for the MMT client to enjoy and realise a standard of living from which recovery or harm 
reduction may emanate. Put succinctly, human rights are employed as a platform, vehicle or lens 
through which a more effective form of MMT can be envisioned, as opposed to the theoretical 
framework that informs the research. 
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V. Rationale, Aims and Objectives: Significance of the Research 
 
Dole & Nyswander are credited as the pioneers of MMT, with their inaugural clinical 
trials taking place in 1960s New York, (1965, 1967, 1980). Following results which 
surpassed any of the competing drug treatment models of this or any other era, the rhetoric 
that drug users could be prescribed medical assistance for the reduction of drug use 
alongside ancillary services that led to rehabilitation and reintegration into society initially 
gained some credence. However, within a decade, many of the pejorative assumptions and 
presuppositions that still now impede contemporary practice had begun to emerge, (Newman 
1976, Dole & Nyswander 1980). MMT has continued to struggle to emerge from the spectre 
of prohibition and abstinence-based suppositions now underpin contemporary MMT 
discourse, perpetuating a recovery model which incorporates a harm reduction medication 
framed within prohibitionist discourse. It is this nexus of rationalities that propagate punitive 
MMT services that I argue perpetuate a regime that often fails to recognise the rights of the 
service user. With MMT and heroin use a controversial and volatile social problem in 
contemporary Ireland, a sociological analysis into the practices, strategies and approaches of 
MMT becomes significant and important. The significance and objectives of the research 
encompass the following: 
• A sociological analysis of MMT drawn in-depth qualitative data from a 
traditionally closed and hard to reach populace. 
• An evaluation of the efficacy and shortcomings of Irish MMT. 
 
• Qualitative data that frames current MMT discourse in human rights. 
 
• An exploration into long standing allegations of malpractice and poor 
treatment practices in the Irish MMT regime. 
• An examination of human rights in protecting one of Ireland’s most 
marginalised groups. 
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• Framing contemporary Irish MMT within the international evidence base and 
evidence-based practice. 
• An overview of how Irish society treats those who inhabit the margins of 
society and how these individuals negotiate their lives. 
• An excavation of current human rights engagements that uncovers the 
sociological nuances and situates them within broader socio-political and 
economic, historical contexts. 
 
 
The findings and recommendations which this research will explicate are of particular interest 
to those involved in the provision of MMT and those who engage with these services. 
Primarily informed by the perspective of the client, this research facilitates a rare glimpse of 
the lives of MMT patients and the struggles and shortcomings that are alleged to be latent 
within this apparatus, (Lawless & Cox 2003, UISCE 2003, Pilling, Hardy & PIRC 2013, 
CAN & SURIA 2018). 
 
 
VI. Research Structure and Theoretical Frameworks 
 
The research is informed by the thought, work and concepts of Michel Foucault. The 
literature review consists of an overview of a “Foucauldian Analysis”, which is here 
understood as a nexus of genealogy, archaeology, governmentality and the perennial 
reconstruction of the drug service user, regimes of truth and epistemic transition. An 
understanding of governmentality advances the concept as a form of governance in which 
populations and the subject are governed by an assemblage of State and non-State sources of 
power, often latent but ubiquitous. Power permeates the social body through anatomised 
sources, as opposed to traditional sovereign power, (Foucault 1991, McKee 2009, Garland 
1997). For Foucault, technologies of power are defined as institutions, individuals, regimes 
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and apparatus who exert power, however governmentality is subtle, employing technologies 
of the self to inform and coerce the rationalities or reasoning of the subject to correspond with 
objectives of the State. This form of regulated freedom is consistent with Foucault, as his 
work on power asserts that one must be free if one is to be governed, (Foucault 1982). 
The efficacy of a genealogy as opposed to a basic chronological historical inquiry is 
the analysis of ascent and descent of discourse and knowledge. These evolutions of discourse, 
practices and truth are often tacit and latent, concealed by “new” knowledges which subvert 
and supplant what Foucault terms “subjugated knowledge”, (Foucault 1980:78-82). In this 
research the genealogy serves to promulgate a superior insight into the aetiology of human 
rights violations in the lives of drug users, and by association those who engage with MMT 
services. An archaeology, an inquiry which informed much of Foucault’s early work, is 
resurrected here as a method of examining the continual reconstruction of the drug user and 
the impact this has on policy development, service provision and the service user narrative. 
These “clear divisions that are now familiar to us all” (Foucault 1974: x), represent tangible, 
visible transition, each transition termed an episteme. As such, the outcome of this nexus 
enables the research to locate the service user and the transition of the discursive practices 
which underpin Irish MMT in the present. Much of Foucault’s oeuvre is predicated upon 
traditionally marginalised populations; the insane, the deviant and the criminal. This work 
employs a number of his concepts to examine another marginalised populace; the MMT 
client. 
The first chapter is an overview of the “Foucauldian Analysis” and the rights 
instruments, treaties and Acts pertinent to the research. It concludes with an exploration into 
some broader socio-political contexts that may inhibit the realisation of these rights for those 
who engage with the MMT regime. The following two chapters draw from multiple lenses to 
genealogically inquire into the epistemic trajectory of the Irish drug user and drug service 
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user. Drawing from policy, academic literature and legal developments, a cogent depiction of 
the sociological history of drug use, drug users and drug policy is recounted, from the 
inception of illicit drug use in Ireland to the present. The research strategy incorporates what 
is termed a “two-step methodology”. A three-year Participatory Action Research plan was 
undertaken alongside narrative analysis, facilitating an avenue to engage with a traditionally 
vulnerable hard to reach group. The analysis of data elicited four central and distinct themes, 
which form the basis of the four findings chapters. The first theme expounds how methadone 
maintenance treatment (MMT) is often perceived by clients to be a mechanism of social 
control, employing practices and strategies which limit and restrict the agency of the subject. 
MMT, according to many participants is a regime replete with interdiction, sanction and 
regulations, many of which are considered to go far beyond the remit of a drug rehabilitation 
model. The second core theme advances the neologism of “Methadonia”, which, as a regime 
of truth, precipitates role-playing and strategic games as a mode of navigating a challenging 
recovery apparatus. As such, this findings chapter explicates the service user narrative as they 
attempt to use their limited agency with the objective of achieving particular ends and 
objectives. As a modality which is informed by panoptic, controlling rationalities and 
technologies, underpinned by authoritarian governmentality (Dean 1999), a mode of 
governmentality is exercised to govern those whom are considered ungovernable. Methadone 
clients and drug users are often identified as one of these errant populations. MMT is argued 
to often perpetuate direct and indirect harms and risks in the lives of clients. The third theme 
excavates how and why Irish MMT is perceived to produce as opposed to reduce harms in the 
lives of clients. The fourth theme returns to the genealogical inquiry to explicate the model 
and philosophy of Irish MMT, framing current practices within their broader socio-political 
and economic contexts. The logic and practice of Dole & Nyswander (1965, 1980), the 
original pioneers of MMT are contrasted with the practices employed by Irish services in late 
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modernity, which I argue are underpinned by a particular confluence of abstinence and harm 
reduction. The research concludes with a brief reflection on the project, and in particular, its 




VII. Overview of the Key Research Questions 
 
In this research, Irish methadone services are evaluated by those who use them, as 
opposed to abstract datasets, tables and statistics. An exploration of the service user narrative 
aims to uncover the nuances of MMT, examining allegations that human rights violations are 
often latent within Irish MMT, (SURIA & CAN 2018, UISCE 2003). This is considered the 
core research question of the thesis; are the practices of Irish MMT services compliant with 
human rights law? Are the allegations of punitive practices accurate or just the dissatisfied 
mumblings of a much-maligned populace? Should a traditionally unemployed and 
unemployable section of society with little to give but much to take from society (Keane 
2003) retain the right to the same standard of Public Health Care as others? Is MMT simply a 
free-fix (Carlin 2005, Stevens 2011), for a drug using cohort who have forfeited this right due 
to their continuous choice to abuse heroin? Have these individuals broken a social contract of 
some kind? When a population is regarded as “less than human” (Barrett et al. 2008:1), the 
notion of human rights becomes a more complex question. 
Enshrined in many human rights instruments, all of which have been ratified by the 
State, is the Right to Health (UDHR 1968, ESCR 1976, European Social Charter Ed.7 2015). 
This research employs comprehensive, in-depth qualitative analysis to examine if 
contemporary Irish MMT clients are in receipt of the highest attainable level of health care. 
As a regime replete with disciplinary strategies, MMT often advances the rhetoric that the 
drug user is the problem, as opposed to an individual with a problem. Harm reduction 
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modalities are explored as an assemblage of tactics, practices and restrictions that inhibit the 
well-being and agency of the subject, as opposed to providing necessary recourse and 
assistance for the drug user. As such, the research analyses if MMT in Ireland is replete with 
rationalities and technologies that reduce the harms and risks from drug users as opposed to 
for drug users, asking the question: is harm reduction a strategy to protect the public from 
drug users or is it a model that reduces harm in the drug users life? 
 
As a research project which seeks to re-imagine Irish MMT as a public health modality which 
is underpinned by best practice and the translation of tangible entitlement and positive outcomes 
that are a corollary of rights-based care, qualitative data will make manifest the normative current 
service user narrative in Ireland. As an evaluation of the narrative, best practice is here informed as 
a frame of reference from which the analysis of the service user journey emanates. As such, best 
practice advances a point of departure from which the provision of MMT services can be examined 
and explored. As opposed to a narrow, subjective “label”, best practice is frequently employed to 
explicate the hypothetical rigor and discursive practices which find a nexus in the service user 
experience of engaging with a service. As such, it is a ubiquitous backdrop from which the 
competency of MMT can be explored. The genealogy which explicates the perennial 
reconstruction of the drug user and service user demonstrates the fluidity of best practice. 
Moreover, best practice is ephemeral albeit ubiquitous, and is contingent on political rationalities 
and the changing discourse that underpins the provision of MMT. This research commences with a 
socio-historical analysis of drug services, which illustrates that Irish drug services have 
incrementally followed a trajectory away from the original remit of MMT, (Dole & Nyswander 
1980, Newman 1976, Harris & McElrath 2012). As subjugated knowledge, best practice vis-à-vis 
MMT have been supplanted by a milieu of aims, objectives and service user responsibilities which 
are far removed from what is best for the service user. As a theoretical concept, best practice is an 
abstract. However, this research seeks to locate best practice as a tangible indicator of evidence 
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based and effective MMT care. Therefore, although recognising the sociological, political and 
economic contexts that inform and often inhibit best practice, the term is postulated to be 
concerned with contemporary research, international evidence and academic literature. Key events 
explicated in the thesis will epitomise how Ireland has routinely failed to inform MMT provision 
with best practice, while purporting a thesis as to why this may be the case. However, although this 
project is an inquiry into the Irish regime, an analysis of international scholarship elucidates that 
Irish best practice, or lack thereof, is often replicated in the international arena, (Miller 2001, 
Bennett 2012, Bourgois 2000). That is, MMT as a medical, substitute model, frequently 
perpetuates similar poor outcomes and evolves into a punitive, controlling discursive space. As 
such, the findings that emerged from this research will propagate and inform questions regarding 
both Irish and international best practice regarding MMT discourse. Pertinent to right based 
treatment, best practice is argued to be that which valorises dignity, participation and respect, 
cultivates choice and meaningful discussion and advances an independent and effective 
complaint’s mechanism, (IHREC & SURIA 2018). The MMT regime in Ireland has been 
evaluated by two external audits, (Farrell & Barry 2010, Priyadarshi 2012). Both make manifest 
that best practice, as a fluid abstract, is often dialectically bound by hegemonic rationalities, within 
both the political and public sphere. It is therefore, not internationally bound, yet is often 
underpinned by international evidence. Best practice must be evidence based, however, it is also 
determined and often restricted by spatial and temporal contexts. The objective here is to amplify 
and unify the service user voice and narrative, recognise the limitations of neoliberal rationalities 
and technologies and advance best practice for MMT to undergo the required transition that will 








1.1 Governmentality Perspective 
 
Governmentality is a form of governance in which the conduct of both populations 
and the subject is policed by anatomised assemblages, apparatus, institutions and procedures. 
Habits, norms and behaviours are latently reinforced as opposed to sovereign power and the 
authority to punish, a practice that in this context is frequently perpetuated by reduction, 
through the subject’s finances (fines) or agency and autonomy (prison), (Foucault 1991, 
1979, Garland 1997, Li 2007). A governmentality perspective explores the role of non- 
traditional modes of power replacing monolithic sources of sovereign power where this form 
of government is seen to include the societal responses of key actors and agents, many of 
whom are not considered part of the state’s armour of coercion, (Foucault 1991). As such, 
this form of governance is not hierarchal, more often than not it appears benevolent, yet it is 
still as effective at governing populations. 
This research draws from Foucault’s (2008, 1991, 1980, 1986, 1979, 1982) 
governmentality literature to explicate the social construction and reconstruction of the drug 
user from the State’s first response to illicit drug use in 1971 to the present day. A “History of 
the Present” (Foucault 1979:33) framework also informs a genealogical inquiry of MMT 
services in Ireland from the same era, or “episteme”, a neologism which Foucault employed 
when discussing discursive change over time. Governmentality reinforces norms, habits, and 
ways one should conduct oneself to be successful, (Foucault 1991). One becomes successful, 
in a competitive neoliberal society by practicing the technologies of the self, a concept of 
Foucault which states that one must go to college, work long hours or follow the hegemonic 
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path of the era to achieve happiness and success, (Foucault & Rabinow 2000:207). Therefore, 
force has been supplanted by a subtle way of life that promotes individualism and self- 
responsibility, as society could almost be argued to govern itself through the power of the 
norm, (1986:1)Foucault (1982) introduced the term “conduct of conduct” (1982:16/17) to 
explicate the way the subject ostensibly governs oneself and others, through the shaping of 
subjectivities and what is normal. “Laws become a multiform of tactics” (1990:87), all 
directed and coerced by government. In this way, there is no need for governance to seize the 
individual and say no (1988:119), power no longer has to “mark” the subject. The subtle 
tactic of governmentality is that one is almost always under scrutiny, that of oneself and 
others. Governmentality replaces monolithic, sovereign power with anatomised power, 
sometimes so subtle and at a distance that the subject does not even identify themselves as 
governed, (Foucault 1991:101, McKee 2009). This form of governance is ubiquitous, 
omnipresent and further advanced by public perception (Dean 1999, Lemke 2001), which is 
often a nexus of assumption, stereotype and a result of deliberate State ambiguity and 
misinformation, (Butler and Mayock 2005). Lemke (2001) succinctly discusses some of the 
benefits of governmentality. Violence and force are no longer employed to police conduct, 
the technologies of dominance are linked with the technologies of the self, that is the subject 
is coerced into desiring the ideals and practices (the educational status, the obligation to 
engage with labour and pay taxes and in general be a responsible, productive citizen) that 
coincide with that of the State, (2001:3). One could argue that the State, through 
governmentality, has cleverly created the population it desires to achieve its objectives with 
minimum objection or rebellion. Sovereign power and its “murderous splendour” (Foucault 
1986:144) have being supplanted by coercion, habits and the power of the norm, all policed 
by an assemblage of institutions and apparatus propagated by State and non-State actors. 
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Although sovereign and other types of power can and do co-exist, for Foucault Post 
and Late Modernity have ushered in this more subtle modality of governance, which now 
evokes conduct that epitomises the objectivities of the State, (Foucault 1986, 2008, 1991), 
and therefore in essence produces the same result; a population controlled, whose objectives 
and desires (technologies of the self) are compatible with those of the State, (Garland 1997, 
Lemke 2002). Foucault postulates that this is a confluence of governing the self, State 
governance and civil society’s rationalities and technologies, sustained through biopolitical 
and disciplinary practices, (Foucault 1991). Pertinent to this research, drug use deviates from 
the norm, and is therefore is heavily policed by both legal discursive practices in conjunction 
with the media and the public. Consider the media’s role as a gauge for public opinion and 
the source of the non-professional’s voice regarding drug use. Its role in policy development 
and concomitant service provision is particularly amplified during an episteme of intense 
tensions and drug policy and discourse and society in general. This variation of moral panic 
often leads to the objectification and ostracization of the drug users, the outcome of which is 
often the introduction of harsh laws and punitive, penal recovery models, many which can be 
demanding for service users to engage with. The many aspersions and vilifications that were 
advanced by sensationalist media coverage have elicited and sustained the objectification of 
the heroin user. An archaeology of knowledge vis-à-vis the social construction of the drug 
user makes manifest the exclusion and aetiology of dividing practices, the deliberate 
construction of outgroups that constitute the objectification process (Rabinow 1991). 
Much of Foucault’s oeuvre is a discursive journey that traces the socio-historic 
trajectories and contexts of those on the fringes of society. Most were often incrementally 
ostracised over sometimes multiple generations, as opposed to experiencing abrupt 
opprobrium and marginalisation, (1965, 1972, 1976, 1979). He further posits that this 
marginalisation, which in this instance pertains to drug use, often manifests as harsh, invasive 
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aggressive treatment technologies. Furthermore, this stigmatisation and its concomitant 
discursive practices do not take place in a social vacuum. As such, they is a nexus of political, 
social and historical contexts which inform the marginalisation of an outgroup. This chapter 
will employ a genealogical/governmentality nexus to excavate the social construction and 
reconstruction of the Irish methadone maintenance treatment (MMT) client by exploring 
these contexts, drawing a from the inaugural Irish State response to drug use in 1971 to the 
current National Drug Strategy (2017). In his collection of lectures entitled Security, 
Territory, Population, Foucault characterises governmentality as “how to govern oneself, 
how to be governed, by whom we should accept to be governed”, (Foucault et al. 2007:88). 
Garland (1997:186) delineates governmentality as “governance through freedom”, as it 
requires the subject to be free in order to be governed. Discipline and force no longer buttress 
the power of the State, indeed governmentality presupposes freedom as a prerequisite for a 
government to both sustain and manage a population. As such, the subject is forced to be 
free. In this way, the governed begin to do as they ought, negating the need for aggressive 
sovereign intervention. The ostensible freedom is regulated by hegemony and tacit habit; 
therefore, agency and autonomy seemingly underpin strategies of governmentality. 
The early chapters will trace how the client has navigated and continues to navigate 
epistemic power in their lives. This power is historically made manifest in policy and law, 
and later through the vehicle of neoliberal governmentality. To advance a governmentality 
perspective, the early chapters examine drug use, MMT and the perennial reconstruction of 
the service user from a troika of lenses. Irish drug policy is firstly explored through an 
analysis of government publications, reports and strategies, from the Working Party’s Report 
of 1971 to the latest National Drug Strategy (Department of Community, Rural and Gaeltacht 
Affairs 2018). Secondly, the State’s response to drug use from the perspective of law, 
predominantly The Misuse of Drugs Act 1977 and its revisions and updates are analysed, as 
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one must excavate the Justice/Health dichotomy to garner a complete evaluation of the 
State’s response to illicit, problematic drug use. To complete the troika, media reports vis-à- 
vis heroin use constitutes the societal perspective, while demonstrating the role the public 
often played in governing drug use through the vehicle of governmentality. The lenses 
coalesce to advance the social reality in which the drug user is governed. It is within this 
nexus that the drug user or drug service user is in a state of perpetual reconstruction. 
 
 
1.2 Foucauldian Approach---Genealogy and Governmentality: 
 
If the genealogist [. . .] listens to history, he finds that there is ‘‘something altogether 
different’’ behind things: not a timeless and essential secret, but the secret that they have no 





A Foucauldian Approach to this research will incorporate genealogical, 
archaeological and previously discussed governmentality literature and concepts. A 
genealogical inquiry is an approach primarily associated with much of Foucault’s work post 
and including Discipline and Punish (1979). Commonly referred to as a “History of the 
Present”, as a method of analysis, it replaced the archaeological inquiry that informed much 
of his early work. Foucault’s solitary use of the term “History of the Present” appears in 
Discipline and Punish, in which he writes that he will analyse the aetiology of the 
contemporary French penal system, (1977:31-32). Whilst not stating exactly how he intends 
to accomplish this, his method of inquiry is notably different to the archaeological inquiries 
that he employed in his previous works; The Birth of the Clinic (1973), The Order of Things 
(1970), The Archaeology of Knowledge (1972) etc. Prior to Discipline and Punish, Foucault’s 
archaeological inquiry demonstrated and highlighted discontinuity in the development of 
systems, apparatus and in the construction of accepted knowledge, as opposed to an a priori, 
linear trajectory towards a single system of knowledge. Foucault suggested that there existed 
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multiple, ephemeral “regimes of truth” that were neither true nor false; however, hegemony 
or power had the effect of shaping and advancing “truth” according to its intentions and 
objectives. It is from within this truth and knowledge binary that archaeology seeks to 
examine the aetiology or history of systems of thought. As such, power and knowledge 
coalesce dialectically to perennially construct and re-construct truth. 
With the publication of Discipline and Punish (1979) and The History of Sexuality 
(1986), Foucault appears to have dismissed his archaeological analysis in favour of a 
genealogical inquiry. Although similar, the genealogical inquiry does not explore 
discontinuity with the same rigour as the former, focusing instead on the descent and 
emergence of systems of knowledge, whilst highlighting how these rationalities continue to 
shape the present, (Garland 2014). Garland (Ibid.) discusses these subtle but important 
differences between an archaeological and genealogical inquiry. While both document 
discontinuity in knowledge production, an archaeological analysis is more concerned with 
structural order and the differences and discontinuities that facilitate distinct changes in 
systems of knowledge, with each evolution differentiated by what Foucault terms the 
episteme, which is usually a designated time period or era, (Foucault 1972, 1974). Genealogy 
differs, in that as a mode of analysis, it seeks to examine past struggles and conflicts which 
have produced and continue to shape knowledge through the emergence and descent of 
discourse. A genealogical inquiry allows us to analyse, interpret and evaluate social 
phenomena by process tracing, exploring social construction and reconstruction, and 
according to Garland (2014:365), “uncovering the hidden conflicts and contexts as a mean of 
re-valuing the value of contemporary phenomena”. Foucault’s genealogical approach is here 
employed to examine the historical service user narrative and situate the service user in the 
present. It is here that one may locate and understand contemporary discourse, within the 
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myriad of emergence and descent regarding drug treatment models and the evolution of Irish 
harm reduction. 
In the process of a genealogy, Foucault challenges modern science, institutions and 
systems; including modern punitive institutions, the care of the insane and the medical 
system. In doing so, he refuses to denounce what he terms “subjugated knowledge”, 
knowledge that has been supplanted “or disguised within the body of functionalist and 
systemising theory”, (1980:82). It is these knowledges that allow us to rediscover past 
struggles and fully analyse how modern best practice emerges. For Foucault, genealogy is 
“anti-science”, valorising local, “folk” knowledge and subjugated knowledge as constituents 
of contemporary discursive practices or modes of epistemic power, (1980:83). Foucault’s 
genealogical and archaeological inquiries usually analyse transformations in knowledge 
systems, accepted truths and discourse over a period of many centuries. Considering drug use 
is a relatively recent Irish phenomenon, this analysis will encapsulate decades. However, it is 
argued that the validity of this mode of inquiry to analyse problematic Irish drug use and 
concomitant policy change still retains the efficacy of Foucault’s “History of the Present” 
approach. Considering the short time period under analysis, an archaeological inquiry will be 
used to supplement and support a genealogical inquiry. The use of the episteme is beneficial 
as it highlights the abrupt construction and reconstruction of the drug user, whilst the 
genealogical inquiry demonstrates how and why policy has undergone continuous change 
since the inaugural State response to illicit drug use in Ireland. The changing life narrative of 
the Irish drug service user links both. Discourse is a fundamental underpinning of Foucault’s 
work; however, his genealogical analyses draws the reader’s attention to discontinuities of 
thought, which embodies the multiple facets of knowledge and power that combine to 
produce “truth”. This allows and highlights agency but also elucidates that “truth” is fallible, 
changeable and does evolve. This method can be used when tracing the history of the Irish 
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drug user and the changing response of Irish drug policy. Therefore, subjugated knowledge or 
knowledge from the past should not be cast aside as truth is nothing but a social construction, 
meaning past “truths” can be valuable and not useless knowledge of our less educated 
ancestors. Foucault succinctly summaries the key concepts of the genealogical method in 
Society Must Be Defended, 1 its undermining of the sciences, 2. Its failure to lead to a 
reconstructed unity and 3. Its recognition of the value of discontinuities as opposed to 
hierarchal or evolving structures. The advantages of a genealogical inquiry can be located 
here, as a simple historical analysis would not make manifest the latent nuances, the struggles 
and the discursive, epistemic trajectories that have produced contemporary Irish drug 
policies, services and the contemporary service user. A genealogical inquiry frames human 
rights violation and MMT as an outcome of socio-historic stigmatisation, othering and 
marginalisation and not abrupt ideologies of Late Modernity. 
In his various analyses of state institutions, Foucault claims that the deviant, the 
insane and the socially constructed “outsiders” in society have routinely been denied an 
active voice. The advantage of a genealogical analysis is that it aims to allow individuals, 
usually those considered abnormal- those excluded by hegemonic or dominant systems of 
knowledge, to be heard and understood as constructs of history. Foucault writes, “Genealogy 
allows us to establish a historical knowledge of struggles and make use of this knowledge 
tactically today”, (1980:83). The primary objective of these early chapters is to examine 
socio-political and economic contexts of the past and explore how they have informed 
modern discourse, institutional evolution and discursive practices pertaining to drug control 
and the social construction of the modern-day drug user. From a governmentality perspective, 
this inquiry expounds how anatomised sources of power co-govern drug use, underpinning 
and influencing the contemporary, political armour of coercion. Both genealogical and 
archaeological inquiries have been applied to the analyses of marginalised groups in Ireland 
24  
to demonstrate that certain populations, for example, the travelling community, have been, 
and continue to be, governed by punitive, coercive and disciplinary strategies, (Crowley 
2005). With contemporary qualitative research indicating that opioid misusers are among the 
most marginalised subgroups in Ireland (Bryan et al 2000, MacGreil 1996), this analysis will 
explicate how drug service users have been governed differently than clients of 
commensurate public health services. According to Mitchell Dean, a renowned scholar of 
Foucault: 
Within liberal forms of government, at least, there is a long history of people who, for one 
reason or another, have been deemed not to possess or to display the attributes (e.g. 
autonomy, responsibility) required of the juridical and political subject of rights and who have 
therefore been subjected to all sorts of disciplinary, bio-political and even sovereign 
interventions. The list of those subjected would have included… the degenerate, the feeble- 




This analysis will trace how this form of governance, which Dean terms 
“authoritarian governmentality”, has been perennially made manifest in the life narrative of 
the Irish drug service user. As a population who are seen to fulfil Dean’s remit of being 
ungovernable, authoritarian governmentality often employs harsh, punitive interventions into 
the lives of drug service users, as a mode of governance and control, (Bourgois 2000, Bennett 
2011). 
Methadone maintenance treatment (MMT) is generally accepted to reduce crime 
rates, increase the standard of living of service users and decrease the transmission of blood- 
borne diseases, (Ward, Mattick and Hall 1994, Dole & Nyswander 1965, Miller 2001, Kleber 
2008). It has long been documented and recognised as an effective alternative to continuous 
illicit drug use, (Kleber 2008, Dole & Nyswander 1980). A History of the Present approach 
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will explicate and excavate how and why methadone, although an evidence-based medicine, 
has been demonised in Ireland, with many of these services now underpinned by punitive 
strategies, interdiction and surveillance, (Grover 2010, Harris and McElrath 2012, Bennett 
2011, Lawless & Cox 2003). This has been determined as maximum supervision with 
minimum effort, with sanctions, control and discipline taking precedence over individual 
client care, (Miller 2001). 
Foucault’s work is sometimes considered a chronological view of power, or more 
succinctly how power inscribes the body of the subject, (1982).  His hypothesis contains space for 
different modes of power to co-exist together. In the context of Irish drug use and treatment, 
disciplinary power, biopolitical power and governmentality are all seen to work in tandem, and 
separately in differing episteme, to regulate and govern the conduct of people who use drugs. 
Governmentality is linked to genealogy as both highlight “the inventiveness of our world…posing 
questions that undermine the familiarity of our present”, (McKee 2009:468). This nexus of both 
concepts is therefore useful when framing MMT within human rights discourse. Foucault’s oeuvre 
is pertinent to this research. His genealogical analysis of discourse is useful in undertaking an 
exploration of the journey of the drug service user as a subject. By excavating discontinuities or 
breaks in thought, the contemporary MMT client as a subject who does not actively enjoy human 
rights can be better understood. This research will advance the violation of rights that is routinely 
experienced by the service user as corollary of key events and societal construction, as opposed to 
a sudden manifestation of Late Modernity. As such, although the qualitative data is drawn from the 
contemporary narrative, the findings can be framed within a socio-historical context of incremental 
discursive transition. As a research project that draws heavily from Foucault’s work, the 
power/knowledge binary is therefore heavily employed, (Foucault 1982, 1984). However, it is 
important that the limitations of these foundations of almost all of Foucault’s work are addressed. 
As a research project that is steeped in critical theory in the guise of the emancipation of a 
demonised and ostracised populace, a number of Foucault’s writings are problematic. Many 
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theorists elucidate that his work routinely de-centralises agency, propagates anti-humanism and 
advocates the death of the subject, (Caldwell 2007, Giddens 1984, Taylor 1986). With Foucault 
postulating that “human beings are made subjects” through power, discursive practices and games 
of truth, it could be argued that many of these academics’ have a valid point, (Foucault 1982:777). 
The subject is perceived as a passive and docile outcome of repressive power, with little autonomy, 
agency and choice. Although much of this thought is employed in the thesis to situate the Irish 
service user as this subject, it is accepted that the work of Foucault fails to advance a possibility of 
escape from this oppressive narrative. Put simply, Foucault’s work does not provide answers, it 
simply problematises, advocating a bleak outcome with little hope. This work will frame the MMT 
client as an individual with little avenue for recourse or resistance, yet for Foucault power is only 
tangible where there is resistance, (1990:95). It is Foucault’s failure to offer an alternative, his 
critique of accepted understandings of power and this hypothesis of resistance that is problematic 
to the theoretical rigor of this research. This rejection of freedom through agency is supplanted by 
discourse, power/knowledge and the sociological framework he imagines. It situates the individual 
as a participant in a milieu of strategic games, roles and almost dramaturgical scenes reminiscent 
of Goffman, therefore negating traditional sociological understandings of agency. Furthermore, his 
rejection of objective truth, as truth is an outcome of differing power regimes and modalities, does 
not buttress emancipation, as true emancipation is elicited and sustained by truth, (Taylor 1984). 
For many these factors underpin the caricature of Foucault as a casual critic, rattling the bars of 
society but providing little in terms of theoretical rigor and validity from which alternative 
practices may emerge. However, for this project, his work is applicable, despite these many 
shortcomings. His theses of biopower, disciplinary power, subjectivity and surveillance are useful 
in exploring this concealed lifeworld of repression. Many secondary scholars who have advanced 
Foucault’s work also buttress the work (Hacking, Dean, Mugford). Therefore, it is the tools, as 
opposed to the thought of Foucault that are employed to underpin this research.  
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Garland suggests that a History of the Present, or a genealogical inquiry, should be 
initially informed by a seemingly obvious question posed in the present while being 
dependent on a subject that has been problematized, (2014). As drug use is a phenomenon 
that has been both problematized and medicalised, an underlying question remains. As a 
social problem with an array of complex variables, many of which are entrenched in social 
injustice, why is it that Irish society considers addiction to be a condition that must be 
punished or framed within a punitive paradigm? Put bluntly, why are Irish drug services often 
entrenched in punishment and discipline? Considering much of Irish problematic drug use is 
concentrated in inner-city areas with high unemployment, sub-standard infrastructure, 
evidence of State negligence, and more recently neoliberal state strategies that increase 
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inequality, it could be argued that the State has been complicit in creating, then ignoring and 
denying, illicit, inner-city drug use. From the earliest academic research into Irish drug use, 
when drug use was confined to the middle class (Walsh 1966, Working Party 1971), to 
modern-day perspectives of drug service users as a deviant, criminally disposed population, 
this discursive analysis will highlight key events that have informed policy and the 
objectivity of the service user. The struggle of Irish drug policy to move away from punitive 
approaches and recognise the drug service user as an individual with a problem as opposed to 
being the problem has had a profound effect on the social construction of the drug user. From 
individuals who were considered to be pitied as opposed to punished (Working Party 1971), 
to being pre-disposed social misfits, potential HIV risks and individuals who were voluntarily 
unemployed with a penchant for crime (O’Kelly, 1983; Dean et al., 1983), the Irish drug user 
has undergone significant transition in the sociological imagination. Foucault never utilised 
the genealogical analysis to complement an archaeological analysis in any of his academic 
work involving marginalised populations, however, the overarching theme of his oeuvre 
could be argued to be an archaeology of knowledge and genealogy of power binary. This 
exploration will merge both in a singular work by employing the episteme to highlight the 
social construction of the drug user (archaeology) and advance a genealogical analysis to 
examine the emergence and descent of differing modes of drug treatment, drug policy and 
drug laws. Underpinning the analyses of discursive transition will be Dean’s concept of 
authoritarian governmentality, which is considered a precursor to human rights violations and 
equality for the drug service user, (1999). As a genealogical analysis, the objective is to 
situate the service user in the present by examining the historical struggles of drug policy and 
those who engage with it. A genealogical or archaeological inquiry is far more utile and 
practicable than a simple historical analysis as it employs past struggles and mistakes and 
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helps in the understanding of contemporary drug policy and in general helps understand the 
broader needs, contexts and often hidden aspects of drug addiction and service provision. 
 
 
1.3 Human Rights Based Perspective 
 
To advocate for a human rights-based approach to Methadone Maintenance Treatment 
(MMT), one must first outline the rationale that makes a revision of these services necessary, 
justifiable and advantageous, secondly, state the nature of the human rights violations alleged 
to be engendered by MMT initiatives and finally recognise the obstacles that could 
potentially preclude the MMT client from becoming a rights holder. Recent empirical 
evidence vis-a-vis the provision of MMT has highlighted the need for a paradigm shift as the 
level of service user satisfaction is depreciating, as opposed to improving over time, (CAN 
and SURIA 2018). A human rights-based framework emerges when existent drug policy 
routinely fails to reduce the harms of drug use, while simultaneously acerbating allegations of 
poor treatment practice and rights engagements. These factors also accentuate the need to 
align drug services standards with those of commensurable public health services. My 
research aims to do this by challenging prevailing hegemonic perceptions that drug users and 
by association those who avail of MMT, are underserving, deviant and therefore, should 
passively avail of public health services, forfeiting their rights to the highest attainable level 
of healthcare, (Grover 2010, Wincup & Monaghan 2016, Keane 2003, Stevens 2011, Barrett 
et al. 2008, Patrick 2016). 
 
Theoretically, human rights provide a means to care that is non-discriminatory, claims 
to promote justice and are underpinned by dignity, respect and equality, (UN General 
Assembly 1948). From a legal perspective, it is imperative to note that human rights are not 
always justiciable laws; rather they can shape various processes and frame obligations that 
embolden a State with a duty of care to provide services that are equitable and fair. 
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According to human rights law, States that have ratified human rights treaties and instruments 
are obliged to promote and protect the rights of individuals, highlighting benchmarks for a 
just society, (Amnesty International 2006). Framing drug policy within a human rights 
perspective is not necessarily a legal or medico-legal exercise. Rather, the aim is to disrupt 
and examine the genealogy of power and explicate why certain populations in society are 
deemed not to possess the necessary attributes adjudged to be essential if one is to be 
governed and treated equally. Alleged human rights violations, or what have been termed 
human rights engagements, do not exist in a social vacuum. Moreover, they are shaped and 
embedded within socio-political contexts. While Ireland has signed and ratified the majority 
of Human Rights Covenants, including, pertinent to drug services, The International 
Covenant on Economic, Social and Cultural Rights 1976 (ESCR), this rarely translate into 
tangible entitlements for the target populations of the Treaties. Amnesty International (2005) 
have criticised States for advancing this “ad hoc ticking the box exercise”, which “generally 
favours established civil society actors”, (2005:13). Ireland’s human rights record and 
predominantly the State’s commitment to ESCR has been roundly criticised in the domestic 
media, (O’ Fatharta 2015). Following the celebrations of a century of independence 
predicated upon a “vision of Ireland built upon the principles of equality, human rights and 
social solidarity” (Amnesty International 2014:5), there ostensibly still remains groups and 
populations of Irish citizens who do not enjoy basic human rights. The Irish Human Rights 
and Equality Commission (IHREC) claim that "human rights are the basic rights and 
freedoms that belong to everyone", (2014). In an ideal society, human rights are inherited and 
do not need to be earned. However, in 2015, The Irish Council for Civil Liberties (ICCL), 
produced a first publication or declaration regarding drug use, and by association the drug 
user, from a human rights perspective, (ICCL 2015). This proposal claimed the drug user was 
often the victim of a litany of human rights infringements, violations and engagements. With 
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Barry, Syed and Smyth (2012), postulating that the prevalence of heroin use in Ireland, with 
seven users per one thousand people, is the highest in the EU; one could claim that there 
exists a large portion of Irish society who are often excluded from this “everyone” entitled to 
human rights. 
The genealogy of the next chapter will explicate how and drug users have been 
constructed through various apparatus and lenses as one of the most marginalised subgroups 
in Irish society (Mac Gréil 1980, Mac Gréil 1996). Whether by cause or effect this can be 
linked to the existent poor societal understanding of drug use among the Irish population, 
(Bryan et al. 2000). I argue that the marginalisation of MMT is informed by the public 
perception of clients as burdensome and irrational, (Keane 2003), an idea that Jock Young 
terms “A Sociology of Vindictiveness”, (2003, 2007). Having discussed how societal opinion 
and drug policy can be interconnected within a governmentality paradigm, Young’s thesis 
can inform how a sociology of vindictiveness perennially inhibits MMT clients from being 
treated with equality, respect and dignity. Moreover, it can reinforce the “othering process” 
(Patrick 2016, Stevens 2011, Barrett et al. 2008), which can further exacerbate rights 
violations in the narrative of MMT clients. 
Contemporary society or Late Modernity is an era, or episteme, in which society has 
been imbued with a particular conception of capitalism where inequality, the welfare safety 
net and access to opportunity have been replaced by neoliberal technologies that elicit and 
sustain rationalities that wealth is a motif for those who have worked hard and are deserving, 
(Harvey 2005, Wacquant 2009). Neoliberalism advocates for the withdrawal of welfare, 
instead it promotes self-responsibility and ‘earned’ wealth through the expediting of 
competitive practices, in order that one may become a successful citizen and an entrepreneur 
for themselves. (Read 2009, Wacquant 2009, Wincup & Monaghan 2016, Foucault 2008). 
Moreover, those who live in poverty and require social intervention are often delineated as a 
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populace who lack, are irresponsible and burdensome, (Grover 2010, Wincup & Monaghan 
2016, Patrick 2016) From within this discourse, human rights have emerged as a valid 
framework for developing and implementing more rights focused MMT, (CAN and SURIA 
2018, Lines and Elliott 2007). As neoliberalism can dehumanise, a human rights-based 
approach can propagate dignity, respect and equality, eliciting change and promoting choice 
and a partnership dynamic between the service user and provider. This research is 
underpinned by a human rights-based approach to drug treatment as a collection of 
modalities, initiatives and mechanisms that promote dignity, respect, autonomy, 
accountability, transparency, equality and non-discrimination, (Barrett 2010, Vizard et al. 
2011). Much of the current research predicated upon human rights and drug use accentuate 
the violations at the macro level of producing farmers, crop eradication and the employing of 
capital punishment for drug traffickers in certain States, (Barrett et al. 2008, Barrett 2010, 
Kaplin 2009, Release 2011). However, this research is concerned with the micro-level of 
MMT and the alleged violations of clients, primarily under the auspices of clients negotiating 
their Right to Health, (Takahashi 2009). 
Sepulveda (2014), postulates a powerlessness that exists among marginalised 
populations re-informing stigma, discrimination, exclusion and deprivation; all of which 
reinforce one another, thus reproducing powerlessness. The “vicious circle” must be 
dismantled in order for human rights to translate as tangible entitlements for rights holders. 
Participation is at the core as to why marginalised subjects living in poverty do not enjoy 
basic human rights. It is a fundamental stand-alone right to which individuals are entitled to 
by virtue of their humanity, (UDHR 1948). Yet marginalisation and poverty often impede 
this right, as many assume that their lack of material wealth determines the validity of their 
voice and importance in society, (Sepulveda 2011, 2013, 2014). When one feels they have the 
right to participate in the claiming of their rights and holding duty bearers and the State 
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accountable for sub-standard facilities and care, empowerment and a demand for equality 
naturally follow. The right to participate amplifies the voices of the marginalised within 
human rights discourse, (Ibid.). 
Regarding MMT, this is an integral first step to the realisation of rights. As poor 
treatment and mistreatment become normative aspects of MMT, many clients can unwittingly 
become complicit in rights violations due to the erosion of expectancy vis-à-vis adequate 
treatment standards. Clients become passive recipients of a flawed public health service, as 
opposed to partners or consumers of the highest attainable standard of public health care, 
commensurate with other public health services, (Peterson & Lupton 1996). Poor treatment, 
exclusion and “othering” becomes the norm, as these individuals have been constructed as 
irrational, failing to fulfil neoliberal ideals of self-dependence, individuality and 
entrepreneurship, (Keane 2003, Barrett et al. 2008, Foucault 2008, Lemke 2001). Therefore, a 
human rights-based approach to MMT must first question right violations, secondly confirm 





1.4 Human Rights Violations and Dehumanising the Drug User 
 
According to contemporary literature, many MMT clients have systematically been 
excluded from human rights discourse, (Barrett, Lines, Schleifer, Elliot & Taylor 2008, 
Stevens 2011). Drug users are perceived as a vilified populace whom habitually make 
irrational life decisions as opposed to a medicalised patient base, (Keane 2003). Therefore, 
they are often regarded as individuals who have forfeited their rights, (Stevens 2011). 
Moreover, they are considered scapegoats, a stigmatised population whose maladaptive 
behaviour impacts upon that of society, (Gilmore 1995). Furthermore, blame, exclusion and 
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discrimination are perceived to be justified, with dehumanisation sustaining rationalities of an 
aberrant population underservant of commensurable human rights, welfare assistance and 
public health care, (Gilmore 1995, Grover 2010, Stevens 2011). As a demonised populace, 
MMT clients often conceal their activities and therefore rights engagements are confined to 
clinics and doctor’s surgeries, beyond the public gaze, (Grover & Payne 2010:327, Schur 
1965). 
This research will also expound drug users as socially constructed “others” both 
historically and in the present. However, before a socio-historical exploration of 
contemporary rights violation in Irish MMT, the rights violations that are alleged to be latent 
within the regime are now examined. Some of the human rights engagements MMT clients 
experience in their treatment narratives are enshrined in The 1948 UN Declaration of Human 
Rights (Article 25), the 1976 International Covenant on Economic, Social and Cultural 
Rights (Article 12) and The European Social Charter (Article 11). All recognise the right of 
every citizen to avail of the highest attainable health care, as per UN General Comment 14 
(Office of the High Commissioner for Human Rights 2000). This interpretation of the right to 
health posits that its realisation is dependent on a progressive trajectory towards a health 
service that is non-discriminatory, available and accessible to all, evidence-based and 
underpinned by best practice while being accountable to external bodies, (Ibid.). In addition, 
The Public-Sector Duty Act encompasses Section 42 of The Irish Human Rights and Equality 
Commission Act (2014) and stipulates that all public bodies are required to take proactive 
steps to ensure that social and cultural rights, including equality, opportunity of treatment and 
human right protection are invoked in the provision of its service. Rights, equality and the 
elimination of discrimination are invoked by this Act, which is mandatory for all public 
services in their treatment of both staff and clientele. It has been advocated as Equality 
Legislation that may be fundamentally important to the realisation of the rights of MMT 
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clients, (CAN & SURIA 2018). Article 3 of the European Charter also prohibits “inhumane 
and demeaning” practices. Many have argued that MMT practices can be demeaning, from 
the mandatory practice of supervised urinalysis to the restriction of agency that MMT often 
perpetuates, (Junod et al. 2018). 
Although there are many International groups campaigning for the right to use drugs 
(Inpud, Pompidou and Lancet), all of which can be found on the internet, this research is a 
sociological exploration of the life experiences of those who have engaged or attempted to 
engage with drug services under the auspices of the Irish health sector. Although the 
consumption, possession or intent to supply illicit drugs in Ireland is illegal, seeking 
assistance due to illicit drug use is not. These individuals are breaking no laws in their pursuit 
of rehabilitation and assistance. Therefore, one would expect to receive treatment that is 
commensurate with other models of public health, with rights respected, upheld and 
propagated, as opposed to care that is underpinned by sanction and fear, (Lawless & Cox 
2003, Harris & McElrath 2012). However, MMT clients are often governed differently (Dean 
1999, Stevens 2011), explicitly contravening the individual’s Right to Health, that has been 
signed and ratified by the State as signatories of several human rights instruments. Moralistic 
rationalities that amplify the evils of drugs and portray those who partake in drug taking as 
“less than human” can exclude MMT clients from human rights discourse and the protection 
of human rights instruments and treaties, (Barrett 2008:1). Stevens (2011:236) postulates that 
“free autonomy” constitutes the subject’s capacity to govern one’s own action, furthermore 
he questions if addiction’s restriction of agency “open(s) the door to forms of coercive 
restrictions and treatment, in order to protect and re-establish the agency that has been 
damaged by addiction?” It is these deleterious rationalities that dehumanise all drug users, 
advancing rights violations and informing opprobrium. 
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The service user voice should at the very least be included when developing, 
implementing and auditing policy. Trujols, Iraurgi, Oviedo-Joekes and Guardia-Olmos 
(2014:107) highlight the phenomenon known as the “paradox of desynchrony”, in which the 
service provider’s opinion on the quality of service provision differs significantly from that of 
the service user. This research advocates for a change in perspective regarding the provision 
of MMT, incorporating the promotion of client centred drug services under the care of highly 
trained and regularly audited professionals, with dignity respect and equality paramount to all 
services. The consistent failure of Irish drug services in enhancing the lives of clients 
highlights the urgent need for a paradigm shift, here argued to be human rights-based 
approach. 
1.5 Economic, Social and Cultural Rights, A Human Rights-Based Approach or 
 
“Nonsense on Stilts” 
 
Human rights have historically been divisive and polarising. Jeremy Bentham 
famously argued that rights were but “nonsense upon stilts” (1998 [1843]:56), and many 
contemporary legal scholars still question the value of Economic, Social and Cultural Rights 
(ESCR), instead preferring to use the term “aspirational goals”, as opposed to rights, 
(Scheinin 2001:29-30, Takahashi 2009). Jeanne Kilpatrick, a powerful American politician 
and Ronald Reagan’s Minister for Foreign Policy, infamously compared a Report of the 
Human Rights Commission in Geneva to a letter to Santa Claus, (Chomsky 1999), while 
Morris Abram, an American lawyer with close ties to Martin Luther King and renowned for 
his work in the Civil Rights Movement, declared ESCR to be “dangerous. ... little more than 
empty vessels into which vague hopes and inchoate expectations can be poured” and 
“preposterous”, (Chomsky 2001:113). When ESCRs are routinely undermined by comments 
from elites in this way, the difficulties in implementing a human rights-based approach at the 
micro-level is pronounced and manifest. From the standpoint of drug use and services, there 
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are some valid questions that emerge if one is to consider health to be a right. Can health as a 
right be legislated? Obviously, health services can be legislated, however good health is not 
solely determined by good health care. Nutrition, lifestyle and education are also important 
factors that produce good health. To consider health as a right, an acknowledgement must be 
made for the need for strong social commitments to providing the highest attainable level of 
healthcare. In the case of drug services, this encapsulates a level of care which is aligned with 
the current international evidence base and best practice. The Lancet (2013:679) highlights 
the “commitment of the international community to uphold health as an inalienable human 
right”. The enjoyment of the highest attainable standard of health is a fundamental right that 
is dependent on policy. I would argue that health cannot be guaranteed or considered a 
justiciable right. Global disasters, political war in developing countries and regimes who 
commit atrocities highlight the futility in attempting to endorse or commit to a right to health. 
However, a reasonable, tangible response to the non-enjoyment of the highest attainable right 
to health can be monitored, audited and guaranteed by capable, skilled workers, competent 
policy development and implementation, predicated upon respect, dignity, equality and the 
endorsement of participation. When the right to health is perceived in this manner, the 
perspectives of Kilpatrick, Abram and Bentham are easier to challenge. 
The realisation of human rights is problematic primarily due to the lack of 
justiciability of many human rights in a court of law. As such, the Constitution of a State will 
always prevail over human rights law. However, this research aims to remove rights from the 
courtroom and propose a human rights framework from a sociological perspective, aligned 
with other public health services. ESCRs and are often differentiated from Civil and Political 
Rights as they require the State to act as opposed to withdraw from the life of the subject. 
Therefore, ESC Rights have become known as positive rights that require state intervention, 
mediation and resources; political technologies that are difficult to implement in a market 
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centred, neoliberal society. It is this fine balance where the State is seen to have a duty of care 
to protect the well-being of its citizens without, to quote Foucault governing “too much”, 
(2008:74). State apparatus becomes duty bearers to those having rights withheld (rights 
holders). 
Mary Robinson, the former UN High Commissioner for Human Rights has 
highlighted five inter-connected principles, which have become internationally recognised 
key components of a Human Rights-Based Approach: (i) the application of a human rights 
framework, which necessitate that the goals of all development and commitments are “legally 
enforceable entitlements”, explicitly taking human rights commitments into account at every 
level of national and local development processes, (ii) empowerment, (iii) participation (iv) 
equality and non-discriminatory and (v) accountability, (Amnesty International 2005). All 
can be viewed through a sociological lens and when one examines these principles, 
participation, a standalone human right in itself, is arguably the focal point through which 
marginalised populations can achieve human rights. Although the validity of ESC rights is 
often disputed, with a minority of countries including the US perpetuating this by not signing 
or ratifying the ESC Covenant, Article 2 of the Vienna Convention 1948, signed and ratified 
by Ireland in 1961, was predicated upon the obligation of States to fulfil the commitments of 
Covenants and Treaties, underpinned by good faith, (Tukahashi 2009). Again, Ireland’s 
signing of this Covenant has failed to engender a translation to tangible entitlements or 
change in the lives of those who are in most need of protection, calling into question Ireland’s 
commitment to real tangible change. A human rights-based framework should be informed 
by empowerment, accountability, an avenue for complaint, equality and opportunities for 
service users and NGOs to participate in the development and implementation of policy and 
law, (CAN and SURIA 2018). Pertaining to Irish MMT practice, the evidence suggests this is 
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not the case, (King 2011, Mayock, Butler and Hoey 2018, O'Reilly et al. 2011, Pilling, Hardy 
and PIRC 2013, CAN & SURIA 2018, UISCE 2003). 
1.6 United Nations Drug Conventions, Human Rights and Harm Reduction: 
 
Harm reduction, including MMT, is often identified as a recovery model that is 
underpinned by a strong commitment to human rights and public health, (Cook, Bridge and 
Stimson 2010, Miller 2001, Newcombe 1992, Single 1995). It is a response to drug use that is 
lauded by harm reductionists as a human rights-based, amoral model and as such, would be 
expected to be essential in actualising a rights-based approach, (Ibid. Ezard 2001). 
Notwithstanding this, the perennial difficulty in advocating for the rights of drug users and by 
association MMT clients has been exacerbated by prohibitionist United Nations (UN) Drug 
Conventions, which are often inimical to the realisation of rights for drug service users, 
(Barrett et al. 2008, Gilmore 1995, Takahashi 2009:750). 
The UN was formed post World War Two with the primary objective of preventing 
succeeding generations from enduring the “scourge of war”, (Barrett & Nowak 2009:449). 
The Union was and remains underpinned by three pillars: development, security and human 
rights. The UN aimed to foster an international community, from which common threats to 
the health and welfare of mankind could be collectively governed, regulated and controlled. 
UN drug control is predicated upon a troika of international drug conventions: The Single 
Convention on Narcotic Drugs (1961) as amended by the 1972 Protocol; the Convention on 
Psychotropic Substances (1971), and the Convention Against the Illicit Traffic in Narcotic 
Drugs and Psychotropic Substances (1988) and is very much aligned with the “War on 
Drugs” ideology and discourse. Each Convention advocates punitive interventions which 
employ law enforcement as opposed to public health mechanisms (Barrett 2010:141, 
Takahashi 2009:750), to combat the threat of drug use. The Preamble of the UN’s 1961 
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Single Convention on Narcotic Use posits that the Party was “concerned with the health and 
wellbeing of mankind”, which was threatened by the inherent “evils” of drug use, (1961:1). 
Furthermore, The UN General Assembly of 1998 advocated for the idealistic goal of a drug- 
free world within ten years. With these abstinence orientated language, objectives and 
rationalities, the principles and practices of the UN Drug Conventions advance zero-tolerance 
strategies which do little to promulgate human rights and harm reduction. Barrett & Nowak 
(2009:449) maintain that human rights receive “little more than lip service” from UN drug 
control mechanisms. There exists an explicit contradiction within UN drug control apparatus, 
which although initially formed to protect human rights, advance “egregious human rights 
abuses” in the course of enforcing prohibition, (Barrett et al. 2008:1). Rolles has argued that 
human rights are not enabled, advanced nor informed by these instruments, referring to the 
fact that the troika of instruments refer to rights just once, (2017:43). Furthermore, the drug 
laws and policies advanced by the UN are rarely informed by human rights, (Barrett et al. 
2008). The prohibitionist UN drug control Conventions are not compatible with and, in some 
cases, totally inimical to the realisation and sustaining of the rights of drug users and drug 
service users, (Barrett 2010, Takahashi 2009). For Barrett, drug policy and law cannot be 
developed in a vacuum, rather human rights law should at all times operate in tandem with 
UN Drug Conventions, (2010). International drug law and human rights should be 
intertwined, with practices and principles that are compatible with both objectives. Instead, it 
becomes apparent that the UN and its drug control conventions are steeped in prohibition and 
punitive strategies and often violate the rights of entire communities and specific populations, 
(Keane 2003, Reinarman 2004, Barrett 2010, Barret & Nowack 2009). Demand and 
individual drug consumption are rarely addressed by United Nation instruments. Instead, UN 
drug control is situated at the macro-level, supply-side of the drug problem, including crop 
eradication and drug trafficking. As such, all involved in illicit drug activity, from the street 
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addict to the international drug trafficker are perceived as equal antagonists in the quest for 
the drug-free world proposed by the UN, (Barrett 2010, Takahashi 2009). The hegemony of 
the UN is facilitated by the fact that almost every nation is a signatory of the Union, 
(Takahashi 2009). This perpetuates a penal climate in which the Right to Health for the MMT 
client, enshrined in many human rights covenants, is difficult to implement, (Takahashi 
2009). The UN’s prohibition and demonization of drug use and drug users have had an 
adverse effect on nuanced, balanced debate, while also “allowed to trump human rights”, 
(Barrett, et al. 2008:12). With drug users perceived as “menaces”, they are again effectively 
excluded from human rights discourse, (Barrett et al. 2008:2, Stevens 2011). 
Harm reduction and prohibition are often considered to be the antithesis of one 
another. From a human rights perspective, prohibitionist technologies are often damaging and 
harmful to drug users, at times more so than drug use itself, (Barrett et al. 2008, Barrett & 
Nowak 2009:449, Keane 2003, Reinarman 2004). Advocates of harm reduction often cite the 
amoral, strong rights-based attributes of the model, when practised to its full potential (ibid.). 
However, harm reduction can be controversial, eliciting different modes of practice and 
understanding from practitioners and academics alike. If harm reduction is to advance and 
uphold the rights of the client, it must be underpinned by best practice and the international 
evidence base. Practised incorrectly, the effects can become internecine as the client feels 
violated and the practitioner undermined, (Barrett 2011, Dole & Nyswander 1980, Harris & 
McElrath 2012). Therefore, if one is to envision a rights-based approach, it is imperative that 
MMT mechanisms are implemented correctly. MMT can become a nexus of prohibition and 
abstinence, with sanction and discipline supplanting individual care and rights, (Harris and 
McElrath 2012, Miller 2001, Newman 2014, Newman 1976). As opposed to advocating for 
the reduction of harms associated with drug use, reducing drug use becomes the primary 
objective. This often translates into modalities and practices that can hinder, harm or reduce 
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the potential of MMT, as this reluctance to adhere to international best practice “entrenches 
and exacerbates systemic discrimination against people who use drugs” (Barrett et al. 
2008:1). This allows prohibition and morality to become hegemonic as pre-determined 
abstinence becomes the fundamental tenet of treatment protocol. Practising MMT that is not 
underpinned by international evidence is often a precursor to an angry, frustrated client base, 
as MMT patients experience similar opprobrium to active drug users, (UISCE 2003, Lawless 
& Cox 2003, Harris & McElrath 2012). MMT patients often respond to pejorative 
assumptions and dispositions regarding their character with errant behaviour and deviance, in 
what could be termed as a self-fulfilling prophecy, (Dole and Nyswander 1980). The 
malpractice of harm reduction can induce, rather than alleviate human rights violations. 
Irish MMT is a public health practice that stubbornly refuses to accept international 
best practice regarding harm reduction, (Farrell & Barry 2010, Priyadarshi 2012). It is 
therefore plausible and possibly inevitable that recognising the rights of one of the country’s 
most stigmatised and vilified population is often an arduous, complex process. Methadone is 
often referred to, by the patients themselves, as “the liquid handcuffs”. When a service 
operates in this way, and research provides evidence that it does, this street phrase illustrates 
succinctly the essentially carceral modus operandi of MMT. The patient, or client, frequently 
becomes almost prisoner like. Bennett captures the diversity of opinion frequently elicited 
from clients of MMT. For some it was positive, however many found it to be “the biggest 
mistake of their life”, (2011:137). 
Internationally, Ezard (2001), Hathaway (2001), Hunt (2001, 2004), Reinarman 
(2004) and Keane (2003) are among the many academics who have made valid contributions 
to the debate vis-a-vis human rights, harm reduction and public health. Their varying 
dispositions regarding harm reduction illustrate the difficulties in merging human rights, 
public health and harm reduction. Some of the objectives of harm reduction are that the 
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client’s human rights are paramount, and the approach is amoral and value-neutral, in order to 
facilitate, endorse and uphold human rights. However, the varying ideological stances 
emphasise the lack of clarity, objectives and goals that are pervasive even within the 
dispositions of academics, scholars and practitioners of harm reduction. Hathaway (2001) and 
Hunt’s (2001, 2004) philosophies are similar in that they both call for a defined framework of 
harm reduction, without which human rights become difficult to implement and sustain. 
Hathaway (2001) further contends that due to differences among harm reduction strategies, 
the model often fails to meet its full potential. This is challenged by Keane (2003) and 
Reinarman (2004). Both Keane and Reinarman critique the call for a strict definition of the 
model. Moreover, both envision harm reduction as a collection of practices that are used in 
response to trends, places or patterns in drug misuse. Taking this perspective, the fact that 
The International Harm Reduction Association does not delineate harm reduction with a neat, 
succinct definition, a fact of which Hunt is critical (2004:232), is both prescient and 
deliberate. It is key to keeping the philosophy amoral and therefore human right compliant. It 
is this freedom of the model to allow practitioners to shape practices as opposed to clients, 
thus allowing human rights to become central to harm reduction. If the model is to remain 
rigid it becomes more alike the abstinent based models that harm reduction has been designed 
to replace, as a response to drug use that facilitates agency and autonomy in the client’s 
recovery, re-integration and rehabilitation. this research, drawing from both the literature and 
primary sources will argue that many MMT services have become a hybrid of prohibitionist 
strategies and practices supplemented with the prescription of methadone, in an usual nexus 
of recovery models. 
1.7 Neoliberalism and Human Rights: 
 
It has been postulated that drug markets do not follow economic trends (Windle 
2018). However, changes in political and economic rationalities and technologies do affect 
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the response to problematic drug use. My intention here is to elucidate how human beings are 
made subjects of power from anatomised governmental regimes (Foucault 1982) while 
excavating the effects of neoliberalism on human rights discourse. Neoliberalism espouses 
the withdrawal of the welfare state, and heightened emphasis on individualisation, 
responsibility and worth, simultaneously eschewing the rights and needs of those who most 
require State intervention, (Grover 2010, Wincup & Monaghan 2016, Wacquant 2009, Read 
2009). I argue that neoliberalism and human rights are inimical and mutually antagonistic. I 
explicate this from two separate but inherently related viewpoints: Neoliberalism as a 
political rationality and how at a structural level, it encapsulates many processes that do not 
facilitate ESCR and secondly, how this is made manifest in the lives of MMT clients who are 
routinely excluded from human rights discourse, (CAN and SURIA 2018). 
According to O ‘Connell (2007, 2011), neoliberalism is antithetical to the protection 
of ESCR, with many national courts now espousing “narrow neoliberal conceptions” of rights 
that are market-friendly, (O’ Connell 2011:532). As a worldview, neoliberalism is market 
centred and buttressed by a rationality that eschews the power and hegemony of the State. 
Within these rationalities and political rhetoric, ESCRs can be difficult to uphold, as they 
contravene these tenets of neoliberalism. Rights become aspirational goals in neoliberal 
politics, as neoliberalism necessitates the advocacy of negative rights to the fundamental 
detriment of positive rights. State intervention is contradictory with the market first rhetoric 
as both an ideology and philosophy, creating and imbuing a society of inequality, (Harvey 
2005). As opposed to being part of the natural progression in the genealogy of State power 
and political rationalities, neoliberalism is “a consciously undertaken political project to 
privilege private economic power over public power, in the interests of global and local 
economic elites”, (O’ Connell 2007:492). It engenders and facilitates different methods of 
structural adjustment in order to create much-needed capital for this political project. This 
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capital is created through various methods including privatisation, deregulation and the 
cutting of services and the social welfare safety net, (Harvey 2005; O’ Connell 2007). 
Albo, Ginden and Pantich (2010) claim the although the role of the State has reduced, 
allowing the invisible hand of the unfettered market to have a greater influence in economic 
life and social policy development and implementation, the State still plays a substantial role 
in neoliberal governance. However, this role is now a matter for priority as opposed to 
politics and equality regarding national prosperity and service provision. This statement 
resonates with the United Nations Report by Magdalena Sepulveda, who discussed the 
protection of human rights in times of austerity, “particularly the most vulnerable in Irish 
society”, (2011:11). Sepulveda, an independent expert, also cautioned the State regarding the 
cutting of expenditure without increasing tax. She postulated that vulnerable people were 
again at severe risk of further poverty and many of the services and amenities that served 
these people were among the first to be cut during times of recession. I would further argue 
that the same populations are the last to benefit from the end of the recession. Neoliberalism 
is a political rationality that promotes competition among subjects and as a vehicle for 
governmentality, and as discussed it advocates habits, preferences and practices (technologies 
of the self) that the subject must abide by if one is to prosper, (Foucault 1991, Garland 1997, 
Lemke 2001). Within this aggressively competitive climate, even human behaviour and 
subjectivities are subject to a cost/benefit analysis, (Foucault 2008). According to Bennett 
(2011), MMT clients represent a net loss to this market-based paradigm, Neoliberal, 
utilitarian government is argued not to be concerned with those who do not participate in a 
market led recovery as either producer or consumer, (Palese 2013, Lee 2006). A human 
rights approach seeks State accountability and deems the State responsible as duty bearers for 
failing to uphold the human rights of these marginalised subjects. The State is prohibited 
from violating individual human rights; the State must protect individuals from violations by 
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non-state actors and must create a climate and conditions for the realisation of human rights, 
(Ezard 2001). Within a neoliberal regime with anatomised sources of power and governance, 
the subject is perceived to be governed “from a distance”, (Li 2007). As such, seeking 
accountability and responsibility from State actors can be a complex, arduous process. 
According to Read (2009), Foucault perceived neoliberalism as a new regime of truth, 
a new manifestation of governmentality, in which subjects are both governed and self-govern. 
Interests, desires and aspirations supplant rights and obligations in order to achieve the aims 
and objectives of the government. The aim of neoliberal governmentality, therefore, is to 
produce a productive citizen. Neoliberalism as a political regime and a practice of 
governmentality elucidates the change from the exchange of goods propagated by classical 
liberalism to competition for the provision of goods and services of neoliberalism. The 
constant of both rationalities is homo economicus, a subject who is now seen to compete as 
opposed to exchange, that is, competition is now fostered between subjects in order to 
achieve government objectives, (Garland 1997, Foucault 2008). Neoliberalism comprises of 
multiple rationalities and technologies that operate as ‘dividing practices’ to elicit or fashion 
the “good citizen”, who emerges from multiple exclusion, from multiple constructs of what 
one must not be, as opposed to what one should be, (Finn & Healy, forthcoming). Homo 
economicus now becomes recognisable as human capital, capital that can be invested in 
through many different methods. Therefore, Foucault states “homo economicus is an 
entrepreneur, an entrepreneur of himself”, (2008:226). This subject of neoliberalism is not 
congruous with the methadone client. Former drug users and service users can elicit criminal 
connotations from the public gaze, which can create opprobrium and stigma, preventing the 
MMT client from being reintegrated, or in some case integrated for the first time, into 
neoliberal society through the avenue of labour, (Grover & Payne 2010:326, Bean 2004:91). 
In order to achieve the status of a “good citizen” in a neoliberal society, it is imperative that 
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individual achievement is attained through hard work. One is expected to be self-reliant, 
responsible, rational and possess the attributes to demonstrate self-control, (Wacquant 2009, 
Harvey 2005). Drug users are considered the antithesis of this subject, lacking moral 
goodness and rational thought (Keane 2003, Stevens 2011), their autonomy is threatened by 
their desire to consume illicit substances, inhibiting their ability to carry out obligations at 
work, school or in the home, (Grover 2010, Stevens 2011). They are rendered dependent on 
family, friend or the State, (Iocobucci & Frieh 2016), and cannot, therefore demonstrate the 
attributes of homo economicus, the productive citizen, as they are again socially constructed 
through a pejorative, negative lens, (Palese 2013, Lee 2006). The subsequent genealogy will 
explicate the treatment journey of the drug service user, in particular, those availing of MMT, 
as they often struggle to emerge from the pejorative public gaze of the illicit drug user. 
Primarily due to the demonization of methadone, this is also due to social ignorance and 
misinformation, (Butler & Mayock 2005, Bryan et al. 2000). Neoliberalism seeks to elicit 
certain attributes that necessitate success and life fulfilled. Unfortunately, drug service users 
are often seen as agents who have made poor life choices and cannot attain these attributes, 
the corollary of which is often marginalisation from neoliberal discourse and practice 




Advocating for the Excluded-- Service Users Rights in Action (SURIA) 
 
The Service Users Rights in Action (SURIA) is a service user-led group that 
campaigns for rights-based MMT. One of the principal objectives of the group is to recognise 
service users as consumers as opposed to passive recipients of a public health service. As 
such, they advocate for a symmetrical partnership dynamic to inform doctor/client 
interaction. SURIA’s publication of “Our Life, Our Voice, Our Say” (CAN & SURIA 2018), 
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in conjunction with IHREC, highlights the issues that underpin their campaign; supervised 
urinalysis, periodic meaningful review of treatment, a choice in treatment and the 
implementation of an independent, robust complaints procedure. Following six years of 
meeting and dialogue with key stakeholders with little tangible progression, SURIA now 
magnify the service user narrative from within services, in an “inside-out” response. SURIA 
have argued that MMT clients never fully participate in their own recovery as partners, 
instead, they remain situated in the liminal space as passive recipients within a carceral 
regime. As a participatory action group, SURIA seek to promulgate an arena in which this 
powerless, demonised populace can attempt to inform change through the dismantling of the 
passive recipient/criminal binary. 
The confluence of service user life narrative and experience, clinical expertise and 
human rights law proficiency within the group provides a platform in which a robust 
campaign has been established and developed. At all times, service user participation and 
assessment is paramount, in an example of “bottom-up”, participatory democracy. The 
strengths of this campaign are that they are do not debate the merits of legalisation. Instead of 
analysing and interpreting activities that are currently illegal, SURIA considers drug 
treatment as equivalent to any other health issue and therefore service users should not be 
treated as docile, passive recipients of public health care. SURIA members consist of service 
users, former service users, service providers, community activists and support from the Irish 
Human Rights and Equality Commission. Their work and research therefore is drawn from 
both sides of the MMT apparatus, allowing them to produce work and provide assistance for 
service users underpinned by clinical expertise and tangible, experience-based evidence. A 
plethora of issues continuously inform their rights-based paradigm, which is practiced, 
implemented and examined in the context of international, evidence-based practice. 
According to Sepulveda (2013), economic, social, structural, legal and systemic difficulties 
49  
are among the predominant obstacles that hinder those who are often victims of human right 
infringements. When a prospective service user, usually a vulnerable individual, contacts a 
harm reduction service, they frequently enter into a highly imbalanced power relationship in 
favour of the service provider, (Bennett 2011, Harris & McElrath 2012). As a marginalised, 
stigmatised group, pejorative assumptions are common. This is highlighted by the insistence 
of doctors and chemists that drug service users sign consent forms and behavioural contracts 
prior to treatment1, (Lawless & Cox 2003; Harris & McElrath 2012). The ostensible necessity 
of these forms makes manifest the assumptions that are frequently presupposed vis-à-vis the 
service user. SURIA amplifies the voice of this disempowered populace. Ranciere (2004:298) 
spoke of victims “unable to enact any rights or even any claims in their name, so that 
eventually their rights had to be upheld by others”. This remit of SURIA cannot be 
underestimated. 
As discussed, SURIA’s formation was a direct outcome of the non-implementation of 
the recommendations of The Farrell Report, (Farrell and Barry 2010). This agenda was 
reaffirmed with the publication of The Clinical Guidelines for Opioid Substitution Treatment, 
(HSE 2016), published five years after the Farrell Report’s recommendations. Initially, the 
Guidelines appear to be a move toward client centred and human rights compliant practice, 
advocating for care plans, service user participation and service provision to encompass 
“taking a non-blaming, non-judgmental stance, use of motivational dialogue, being a good 
listener, being in good psychological health, and developing a helping alliance and a 
collaborative relationship with the service user”, (2016:11/12). However, upon closer 
scrutiny and in the context of human rights, the Guidelines contain several practices which 
reinforce biopolitical, punitive service provision that precludes human rights. Frequent 
urinalysis is encouraged to control and govern clients with supervision, and the removal of 
 
1 Appendix 4. 
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personal property, hot water and soap are deemed necessary to confirm the authenticity of 
urine samples, (2016:41). The Guidelines are an aspirational document that incorporate 
arbitrary standards and procedures that are not underpinned by evidence, best practice or 
human rights. They were not submitted to The National Clinical Effectiveness Committee 
(NCEC), which is a precursor to Guidelines attaining “national” status and there is no 
evidence of peer review or service user input. Consequently, and as will be discussed, the 
General Practitioners Specialising in Substance Abuse (GPSSA) refuse to use them, instead 
opting to use the 2017 British Guidelines (Irish Medical Times 2017), as they are considered 
to be evidence-based and have been extensively peer-reviewed. With many prescribing 
doctors critical of the Guidelines that ostensibly inform their own MMT practices, it is 
imperative that SURIA continue to amplify a rights orientated service user voice and 
platform to inform policy development, monitor service performance and hold public bodies 






This chapter has outlined many of the human rights that are pertinent to the narrative 
of the contemporary Irish MMT client. It also expounds and briefly discusses the Foucauldian 
lens through which Irish MMT will be analysed, primarily genealogy and governmentality. 
This chapter has claimed that many of the factors that inhibit the realisation of rights for 
MMT patients are often restricted by UN drug control technologies at a macro-level, while 
the broader socio-political discourse and contexts also precipitate rights engagements for 
marginalised populations at the sociological micro-level. The micro-level troika of lenses, 
law, societal perspective and drug policy will be demonstrated to be inexorably linked in the 
development and implementation of drug policy and services in what is classical 
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governmentality, where anatomised assemblages, many of whom are non-state actors, 
influence law, policy and services. 
Neoliberalism, as a utilitarian, cost/benefit political rationality, is not compatible with 
the long-term public health patient, at a time when the average age of MMT clients is rising, 
(Mayock et al. 2018, Carew & Comiskey 2018a, 2018). As a population who are located 
firmly on the cost side of the utilitarian analysis, MMT clients are often excluded from 
society, which is further amplified by the presupposition of crime that is assumed to be 
intertwined with drug use, (Young 2007a). The UN had long since laid the foundations for 
the “war on drugs” discursive practices, with the epistemic, symbolic power of the Union 
emboldening it with the authority to espouse its concern for the “health and welfare of 
mankind”, which requires States to be “conscious of their duty to prevent and combat the evil 
of drug addiction”, (1961:1). It is this discourse, fraught with dispositions and language 
predicated upon the evils of heroin and those that use the drug that inhibits the realisation of 
the rights of MMT clients. It is argued that the rights of marginalised populations, in this 
case, MMT clients, rarely elicit concern from a society which advocates aggressive, invasive 
interventions for those who require State assistance, (Grover 2010, Stevens 2011, Young 
2007, 2007a). Moreover, the gaze of society which informs the marginalisation of drug users 
advances the acceptance and expectation of poor treatment when the individual who uses 
drugs makes the decision to access a service. Put succinctly, the gaze follows, in particular in 
the case of MMT as the individual is now seen to be availing of State-sponsored opioids and 
therefore State resources, (Carlin 2005). 
As drug treatment elicits a response underpinned by a criminal/medical binary and 
considering Butler and Mayock’s (2005) hypothesis that harm reduction mechanisms are 
often deliberately obscured from the public, it is unsurprising that MMT has become such a 
divisive issue, (Bryan 2000, Carlin 2005). The contemporary social construction of the drug 
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user and concomitantly the MMT patient will be argued to be informed by an array of sources 
and State apparatus. As a highly visible social out-group, with many latent, complex 
variables, the MMT client can embody the failings of under-resourced State treatment 
facilities and therefore often elicits social and institutional discrimination and opprobrium, 
(Gilmore 1995:359). As many drug users have criminal records, some solely due to drug use, 
stigma and marginalisation are reinforced and rights become more difficult to sustain, (ibid). 
As will be discussed, Irish MMT mechanisms still struggle to accept international best 











This inquiry, enabled by the lenses of policy development, public perception and law 
illustrates how drug users have been governed and treated by State and non-State 
mechanisms, thus expounding a complete analysis of the historical governance of drug users. 
It excavates paradigm shifts informed by Mugford’s hypothesis that drug addiction has 
elicited similar responses from the State as that of mental illness, following the same 
epistemic trajectory from the pre-modern to the modern to the post-modern, (1993). This 
genealogy will, therefore, historically explicate the struggles of service users navigating and 
negotiating corporal and carceral regimes of the past, to the contemporary struggles said to be 
latent within neoliberal governmentality technologies that purport to employ harm reduction 
strategies that manage risk in the lives of this population and the risks to public health from 
this population. The Foucauldian perspective of the trajectory of Irish drug use aims to frame 
human rights violations within a socio-historic discursive inquiry, which both analyses the 
ascent and descent of Methadone Maintenance discourse and the continual social re- 
construction of the drug user. It is argued that an understanding of human rights violations 
may be harnessed from past struggles and advanced to elicit change in a regime which is 
alleged to be violating, ineffective and frequently failing to enhance the lives of service users, 
(Moran et al. 2018, Harris & McElrath 2012, Mayock et al. 2018). The genealogy therefore 
examines Irish drug use from its documented inception from a governmentality perspective, 
thus framing the transition of policy development, service provision and implementation as 
being corelated to constructs of drug use and drug users. This framework advances an 
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epistemic trajectory, or collection of epistemes within which transition is explicated as an 
assemblage of sociological nuances which are often latent and tacit, as opposed to being 
abrupt, arbitrary change. 
2.2 The History of Problem Drug Use in Ireland: A Genealogy 
 
Problem drug use is a relatively new phenomenon in Irish society, (Kelly & Samonn 
1975; Stevenson & Carney 1971; Butler 1991). Primarily due to the State’s initial reluctance 
to accept that drug use warranted concern, there is a distinct lack of academic or 
governmental research on early Irish drug use, trends and patterns, (O’ Gorman 1998). Prior 
to the 1968 Working Party on Drug Abuse, the Irish Department of Health had not produced 
or published any policy on drug use. As opposed to our international counterparts, drug use 
had yet to make a significantly deleterious impact on society, (Butler 1991, Masterson 1970, 
O’ Gorman 1998). The enactment of the 1934 Dangerous Drugs Act was a result of Ireland’s 
accession to the Geneva Convention of 1931 and appears to be a relatively meaningless 
procedural Act, (O’ Mahony 2008:411). The fact that it was not replaced within the Justice 
System until the Misuse of Drugs Act in 1977 indicates the perceived lack of urgency or 
necessity for new legislation vis-à-vis drug use. It was not until the late 1960s that the 
Department of Health felt it necessary to develop policy, commence meaningful research and 
implement drug services in response to the onset of drug abuse in Irish society. 
The earliest academic analysis of Irish drug abuse appeared in the early to mid-1960s 
and concluded that drug use existed among a relatively small cohort with easy access to 
pharmaceutical drugs, primarily barbiturates and amphetamines, (Walsh 1966). Chronic drug 
abuse as a malady of socio-economic deprivation and among gangs and groups of inner-city 
youths, the stereotypical contemporary illicit drug user, was not yet the prevalent social 
characterisation of the drug user. Rather problem drug use at this time existed sporadically 
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and was concentrated among those of “high-risk occupations”, (Walsh 1966:162, Stevenson 
& Carney 1971). In a study of amphetamine-dependent individuals admitted to a psychiatric 
hospital in 1962, it was observed that the majority of the cohort were members of the medical 
profession, for example, chemists, doctors and their spouses, (Walsh 1966). The 1966 Report 
of the Commission of Inquiry on Mental Health (Meabhrach 1966), had briefly mentioned 
problem drug use, however it concluded by stating that there was little evidence that a major 
drug problem existed in Ireland, although it did acknowledge the following: 
The Commission does not consider that drug addiction is an extensive problem in Ireland at 
present. However, in recent years, there has been a remarkable growth of addiction in other 
countries which, in the past, because of continuity and the ebb and flow of emigrant workers, 
have tended to influence the pattern of social behaviour in Ireland. Consequently, the 
Commission considers that drug addiction could reach serious proportions in this country 
unless a constant effort is maintained to prevent the abuse of habit-forming drugs. 
(Meabhrach 1966:84). 
It is of little surprise that drug addiction would be mentioned in a mental health report of this 
era. The discourse of the era routinely treated alcoholism in the psychiatric hospital, with the 
same logic applied to many of those who had succumbed to drug abuse. As such, they were 
routinely treated in mental health facilities, (Walsh, 1966; Stevenson & Carney 1971). 
It was not until two years later, in 1968 that The Working Party on Drug Abuse was 
established, as a result of what Butler (2002:109) terms “ongoing lobbying and media 
coverage”. As will be seen, there did appear to be reluctance on the part of the Department to 
accept, publicly at least, that Ireland, primarily Dublin, had a drug problem that was of 
sufficient severity to warrant concern. An analysis of drug policy and discourse from this era 
demonstrates the inexperience, naivety and possible incompetence of the State in its efforts to 
adequately respond to a rapidly emerging public health issue. Many of its responses 
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highlighted the distinct lack of cohesion and inter-sectorial unity in the development and 
implementation of initiatives and support mechanisms for those affected by problematic drug 
use. Despite the Department of Health’s 1966 dismissal of drug abuse as not being 
sufficiently pervasive to warrant reform, neither the formation of The Garda Drug Squad in 
1967, nor the establishment of Jervis Street Clinic in 1969, were a result of The Working 
Party on Drug Abuse. This explicit side-stepping of the Group and its findings demonstrated 
tangible responses to problem drug use, prior to the publication of the initial findings of the 
Working Party Report (1971). These initiatives suggest that there were those who were aware 
of the existence of a potential and very real public health hazard, demonstrated in a quote 
from Christy O’ Connor, of the College of Pharmacy and one of the first to lobby for policy 
reform. 
They kept dismissing the reports that drug use was a growing problem. I could see quite 
clearly in my work in court that they knew virtually nothing about drug abuse and cared less; 
that the authorities hoped that by ignoring the urgency of the problem, it would go away. 
(Cited by Butler, 2002:110) 
The opening of Jervis Street Clinic, an out-patient facility for problem drug users in Dublin’s 
inner-city occurred in 1969, with no reference to the Working Party, no public debate and 
little media coverage. The lack of a singular voice of authority pertinent to drug use was 
becoming a common feature in the development of drug policy and implementation, making 
manifest that there were several different key stakeholders, with differing philosophies vis-à- 
vis best practice and treatment procedures or recovery models for those who had developed 
drug problems, (Butler 2002:120; Butler & Mayock, 2005). 
Despite this initial ambiguity, in the late 1960s and early 1970s there was evidence of 
a culture of illicit drug use emerging in Dublin. According to Gardai statistics, approximately 
350 persons in Dublin were known to be abusing drugs, (Dean et. al. 1985, Masterson 1971). 
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The principal sources of the majority of psychoactive substances were from raids on chemists 
and hospital dispensaries, although the forging of prescriptions and doctors who 
indiscriminately prescribed was also reported as a significant source of illicit drugs, 
(Masterson 1971). The drug market was dictated by availability, as new drug laws began to 
be implemented regarding amphetamines and morphine containing drugs which had been 
available “over the counter” in local pharmacies, (Kelly, M. & Sammon, F., 1975:121). A 
significant shift in patterns and trends regarding drug use was the catalyst for the Department 
of Health to begin formally monitoring illicit drug use and related problems. The 
aforementioned Working Party on Drug Abuse, would, for the remainder of the decade, 
dominate drug policy and debate, acting as the key point of reference for almost all drug- 
related issues, including education, rehabilitation and strategies to reduce the supply and 




2.3 Irish Drug Policy and International Drug Policy: 
 
It is important to situate the publication of the Working Party Report within the 
broader international context vis-à-vis drug control and policy. Butler (1991:210), alludes to 
external influences on Irish drug policy and as The Working Party Report was published in 
1971, the most obvious external influences were English speaking countries with experience 
of drug abuse; The United States and Britain. Historically, these countries had conflicted and 
diverging attitudes and policies regarding drug addiction. The prohibitionist United States, 
under the 1914 Harrison Act, considered addiction a matter for the criminal justice system. In 
the UK, the Rolleston Committee of 1926 allowed medical practitioners to prescribe addictive 
drugs, including heroin and cocaine, to problem drug users for an indefinite period, in what 
was arguably an example of one of the first true harm reduction programmes. 
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At the time of the formation of The Working Party on Drug Abuse, these international 
drug policies were in a state of transition and reform. A convergence began to emerge in the 
policies of both the US and the UK. It had become clear to both that the provision of 
treatment, intervention and support had become a complex and volatile issue, as a 
homogenous solution that would pacify both the public and the drug user became an intricate, 
precarious concern, (Butler 2002:108). The UK’s liberal response to problem drug use had 
being replaced by a centralised clinical, opioid substitution system, fundamentally as a result 
of The Second Report of the Brain Committee (1965). The United States was now routinely 
prescribing methadone, following the trials of Dole & Nyswander (1965), who had published 
research regarding the benefits of methadone, a synthetic opioid, for the maintenance of 
opiate-addicted patients. Their pioneering research produced unprecedented positive 
outcomes for those who had been abusing heroin in New York City, and their model began to 
gain credence and acceptance, albeit temporarily and not without controversy, (Newman 
1976, Dole & Nyswander 1980, Kleber 2008). It was within this climate of change that 
Ireland’s preliminary early initiatives in response to illicit drug use evolved. Irish 
policymakers had at their disposal international experience on drug abuse, rehabilitation, 
illicit drug supply and demand. The United States experience demonstrated that prohibition, 
involving tough sanctions aimed at eliminating the supply of drugs, had failed to have any 
lasting, meaningful effect on illicit drug use. There appeared to be a universal demand for 
psychoactive drugs. The more liberal British harm reduction initiatives of prescribing illicit 
drugs had also ostensibly failed, as The Second Report of the Brain Committee (1965) 
indicated a substantial escalation in problem drug use. In Ireland, enforced hospitalisation 
was having little if any impact on drug use, (Walsh 1966). The Working Party Report on 
Drugs, to its credit, attempted to amalgamate both harm reduction and prohibition discourse, 
as per international practice of countries with more experience with drug use. Although the 
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Report would remain pivotal to Irish drug policy in this era, the two responses to drug use 
that pre-empted the Party’s final Report are also key to this genealogical inquiry. 
2.4 1967-1969: The Drug Squad and Jervis Street Clinic: 
 
The Drug Squad was formed in 1967 in response to a rapid escalation of drug-related 
crime. It appears that while the government debated the reality and extent of problematic 
drug use, there was less doubt among certain elements of the Gardai that a legitimate, 
tangible anti-social problem had already commenced. It is not particularly surprising that the 
Gardai, as figures of authority and justice on the street, would be the first to notice the 
changes in crime patterns and trends that are and were directly associated with drug use. 
Butler (2002:109), credits the formation of the Drug Squad to one officer; Sargent Denis 
Mullins of the Special Branch. Mullins became convinced in the early 1960s that Dublin had 
an emerging drug scene with the potential of becoming a major anti-social concern. He 
succeeded in persuading his superiors to form a separate specialist unit to counter illicit drug 
use. Statistics regarding crime are notoriously difficult to draw conclusions from. Prior to the 
formation of the Drug Squad, Mullins was aware that there was a substantial number of 
break-ins, raids and robberies from chemists and Dublin Health Authority Dispensaries. 
Despite his low rank, he continued to lead the Drug Squad and was involved in the Working 
Party on Drug Abuse. Mullins is considered to have played a major role in early Irish drug 
policy. The Drug Squad was roundly praised by the Working Party for their “humane 
approach to (these) unfortunate young people who have become involved in drugs”, 
(1971:62). Statistics from Jervis Street, Ireland’s first specialist drug clinic, illustrate that the 
early Drug Squad routinely referred drug users to the facility for help, (1971:26). This “Pre- 
opiate Epidemic” approach of Gardai offering recourse to addicts, appears to have been lost 
as drug use became more common and deleterious in the decades that followed. Moreover, as 
the decade progressed and the drug user began to be demonised in the media following the 
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implementation of tough laws targeting drug users, Gardai and drug users were seen to be 
share a hostile and antagonistic relationship. 
 
Jervis Street Clinic, an out-patient facility for those affected by problematic drug use 
was initiated when three specialists, Doctor Joseph Woodcock, Doctor John Ryan and Doctor 
R.D Stevenson (1969) returned from visiting similar, centralised and specialised facilities in 
London. An unpublished document completed upon their return articulated a general 
consensus that there was an urgent, acute need for both an in-patient and out-patient facility 
in response to the nascent drug problem, which at this stage was confined to Dublin. Initially, 
perhaps due to an underestimation of the problem, or naivety and inexperience regarding the 
complexities of drug addiction, Jervis Street was to serve not only as a clinic but also an 
advisory centre for parents, a focal point for legal consultation and advice for schools. The 
unpublished report states that “…in general it should take a leading role in the organisation of 
a system of prevention (sic) of spread of addiction”, (Woodcock et al. 1969:1). A discussion 
was held with representatives of the Department for Health, in which it was determined that 
the rationale, procedures and protocols that underpinned treatment facilities in Ireland would 
be directly imported from the new British model, which as discussed, had been centralised 
into a clinic system as a result of The Second Brain Committee (1965). Prior to the formation 
of the new clinical system, British General Practitioners had played an essential role in the 
administration of substitute medication, however, this method of service provision had 
proven to be difficult to regulate and open to abuse. It was envisioned that drug treatment in 
Ireland should be centralised among trained specialists in drug use, as opposed to General 
Practitioners of medicine, (Butler 2002a:313). Although Jervis Street Clinic was an early 
example of a harm reduction strategy in Irish drug policy, it’s underpinning practices and 
rationalities were not consistent with the international evidence, (Dole & Nyswander 1965). 
The objective of early Irish MMT was to coerce drug users into interaction with services, as 
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opposed to maintaining clients in a safer environment and reducing the risks of drug use. 
Abstinence was the primary objective. Harm reduction was practised against a fluid interplay 
of punitive and prohibitionist strategies, as opposed to being a collection of amoral, 
pragmatic practices that promoted safer and less risk-averse drug use (Kiely & Egan 2000, 
Single 1995, Miller 2001). Prior to the HIV epidemic, harm reduction was seen as a mode of 
outreach, in which drug users entered into incipient relationships with services and agencies, 
with abstinence considered the ultimate goal, (O’ Higgins 1998:21). Clients were referred to 
Jervis Street by a variety of statuary and voluntary agencies, although self-referral was not 
unusual, (Kelly & Sammon 1975:122). Initially, it was cannabis, LSD and amphetamine 
abuse that was prevalent in a significant majority of clients. Heroin and synthetic opioid 
abuse were extremely uncommon. The earliest statistics from the clinic, from a study by 
Kelly & Sammon (1975:123), stated that heroin use made up only 2.6% of all clients in the 
initial five years of the clinic’s operation. Keenan (2002) further notes that up until 1977, 
only six clients per month were presenting with opiate addiction. Jervis Street was considered 
to be the ideal site for a centralised clinic-like drug service. The unpublished Report cites its 
suitability due to its location, the onsite Poisons Information Centre and a laboratory 
equipped for urinalysis, (Woodcock et al. 1969:2). As the establishment of an out-patient 
facility was seen as a matter of urgency, Jervis Street was seen to be best equipped to 
immediately begin facilitating clients. The Report also stipulated the need for an inpatient 
facility to liaise with Jervis Street. Both facilities would “share” staff members. The inpatient 
facility would be established in Saint Brendan’s Hospital, a nearby psychiatric hospital. This 
site was considered suitable due to the “background system and expertise of residential 
psychiatric nursing and other ancillary facilities”, (ibid). The housing of the clinic in a 
psychiatric hospital is typical of many of the studies of the era, reinforcing the historical 
context or genealogy of seeing the addict as an individual lacking psychologically, or 
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“maladjusted in some way”, as Masterson would later claim in a Medico-Social Research 
Board study, (Masterson 1971:48). The need to have both an outpatient and inpatient clinic 
working simultaneously, and in liaison with each other is indicative of the propensity to 
create a dichotomy of “hard” and “soft” drug abuse. Those who indulged in hard drug use 
were considered to be in need of “prompt treatment and withdrawal of the drug”. However, 
the number of individuals who fell into this category was considered to be as low as thirty, 
(Woodcock et al. 1969:2). Traditionally, the psychiatric community was reluctant to treat 
those who had succumbed to hard-drug addiction. Success rates were consistently low and re- 
admittance to residential care was considered the norm, (Walsh 1966, Masterson 1971). The 
confidential proposal for Jervis Street and Saint Brendan’s joint services concedes this and 
acknowledges that drug maintenance for these individuals may be necessary, in alignment 
with the discursive practices the authors had witnessed on their visits to London clinics. The 
out-patient clinic would act as the methadone dispensary, prescribing addicts “the lowest 
possible dosage”, (Woodcock et al. 1969:2). The aetiology of the low dose rationale that will 
be illustrated to still be perceived as best practice in contemporary MMT can be located in the 
strategies and directed practice from experts espoused in this Report. The primary target 
population of the out-patient clinic was those who were experiencing social difficulties (i.e. 
arrest, family breakdown, loss of employment) due to “soft” drug use. It was estimated that 
this cohort consisted of up to five hundred individuals, who “continually or sporadically” 
indulged in the use of amphetamine derivatives, barbiturates, LSD and cannabis, (ibid.). The 
primary objective of Jervis Street, therefore, was arguably education and prevention. Advice 
and support for the families of drug users, teachers and social workers were also to be made 
available. Those who found themselves already in the throes of addiction or chronic drug use 
could theoretically avail of in-patient, residential therapy and detoxification, or in some cases, 
out-patient methadone maintenance. However, methadone maintenance was extremely rare, 
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with rapid detoxification the preferred mode of treatment for the small numbers of clients 
seeking assistance for opiate abuse. The antipathy towards methadone is palpable throughout 
the Report: 
 
The basic approach of the Clinic would be therapeutic and maintenance of “hard drugs” 
patients on minimal doses of methadone by dispensing (sic) and would only be undertaken 
when all other measures to correct the addiction, including in-patient withdrawal attempts, 
had failed. (Woodcock et al. 1969:4). 
 
The rhetoric of this Report anticipates the future shortcomings and struggles that would be 
inherent within Irish MMT. The reluctance to prescribe methadone unless withdrawal 
symptoms were made manifest was not consistent with international evidence-based practice, 
nor was the “minimal dosage” rationale, (Dole and Nyswander 1965, Newman, 1976, Dole 
and Nyswander 1967, Dole and Nyswander 1980, Dole, Nyswander and Kreek 1991, Kleber 
2008). The reluctance to follow best practice and the international evidence base in 
implementing harm reduction mechanisms would remain a constant characteristic of Irish 
policy and is defined by the statement “(it) would only be undertaken when all other 
measures to correct the addiction…had failed”, (1969:4). The low dose rationale, coupled 
with “corrective” treatment logic, suggests that from the beginning, the methadone system 
would be both disciplinary and punitively orientated and was arguably an antecedent to the 
rights violations implicit in future initiatives. It was obvious that Irish MMT clients were not 
receiving the highest attainable standard of health, as per early human rights instruments and 
treaties, (Universal Declaration of Human Rights 1968). The scope of the project appears to 
have been severely under-estimated. Both the in-patient and out-patient facilities would 
experience extreme difficulties in the coming decade as Irish drug services were 
overwhelmed by opiate abuse in the late 1970s and early to mid-1980s. Although the creation 
of a hard/soft drug dichotomy may have been justified as best practice in response to this new 
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anti-social dilemma, the unpublished report contains many unfounded presuppositions and 
assumptions regarding the habitus of drug users. Unwittingly, this may have played a role in 
the social construction of the drug user that would impact on drug services, public perception 
and the marginalisation of drug users in the decades that followed. 
 
The trio of doctors also stipulated how the clinic was to be governed. A separate 
entrance to the hospital was deemed necessary to separate patients of the general hospital and 
the clients of the clinic. For reasons of anonymity, this is standard practice in modern-day 
dispensaries and other harm reduction services. However, in this context, the rationale was 
exclusion, separation and assumptions of criminality. It was advised that clients of the clinic 
be “isolated from the general hospital”, due to “the tendency of addicts to seek drugs and to 
interfere with the management of ordinary clients”, (Woodcock et al. 1969:3). For reasons 
that are unclear, it was recommended that a Religious Sister would administer substitute 
medication and “the services of a porter would also be a necessity on account of the character 
of the patients attending….. (in order) to correct the addiction”, (ibid.). Although this Report 
was confidential and unpublished, when a service is established against a backdrop of 
questionable principles, it was inevitable that ethical and operational difficulties would arise. 
It is also tangible evidence of the prevailing objectification of drug users in this episteme. 
Both the in-patient and out-patient facilities were to cater to drug and alcohol misuse. 
Alcohol misuse had long been considered a matter for psychiatric in-patient care in Ireland. 
The Mental Treatment Act of 1945 and the emergence of Alcoholics Anonymous had 
medicalised alcoholism as an illness and the psychiatric hospital was considered the 
appropriate site of care for alcoholics. The discourse of the day placed addiction under a 
medical, mental health gaze. However, this was the first instance of in-patient care for drug 
users in Ireland. The decision to divide an extremely limited number of places among drug 
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users and alcoholics was curious when one considers facilities for alcohol abuse were already 
relatively accessible nationwide. 
 
Within one year, drug users were no longer treated at the hospital, due to mutual 
hostility between clients admitted for drug use and those admitted for alcoholism, (Butler 
2000). Drug users were also considered to be more difficult and complex to treat. In 
retrospect, this was an important development, as it demonstrates that behind the planning, 
the expert Working Party, and the ostensible rhetoric that drug users were to be offered 
treatment that was in line with best practice of the era, there was a prevalent pejorative 
stereotype emerging vis-a-vis drug users. It could be argued, with justification, that Irish drug 
policy failed to translate into tangible, caring rehabilitation opportunities for Irish drug users. 
Kelly (1983), stated that in 1975, Jervis Street would re-admit drug users for in-patient 
treatment. However, the nine beds available, again to be used for withdrawal from illicit drug 
and alcohol use, could be construed as tokenistic and certainly insufficient. Moreover, as the 
mainstream public health system embarked on what could be termed the systematic 
stigmatisation of drug users. Drug users were considered unrewarding to work with 
(Meabhrach 1966), and mixing individuals suffering from alcoholism with those abusing 
illicit drugs was having an internecine effect on both populations, yet it was drug users who 
were removed from the facility, (Butler 2002). The decision was all the more puzzling when 
one considers there were far more available beds and recourse and support available for 
alcoholics, in an era when alcoholism was routinely treated by mental health professionals, 
(Walsh 1966). 
2.5 The Working Party on Drug Abuse--1968-1971: 
 
The Working Party and their Report of 1971 was Ireland’s first governmental 
response to widespread, problematic drug use and would play a major role in early Irish Drug 
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Policy, service development and implementation. Officially, the formation of The Working 
Party on Drug Abuse took place in December 1968. An important point must be clarified 
here. The formation of The Gardai Drug Squad and the development of Jervis Street Clinic 
were not recommendations of the Report. As discussed, The Working Party was a three-year 
strategy and although they did support both initiatives, they were not direct strategical 
outcomes of the Party, expounding the plethora of different ideologies, beliefs and ideas of 
what constituted best practice that existing even among its members. The Party itself, was 
established by the then Minister for Health, Sean O’ Flanagan, with the following aims and 
objectives: 
To examine the extent of drug abuse in Ireland at present; to advice the Minister on the steps 
which might be taken to deal with the problem, including measures to discourage young 
persons from starting the use of drugs (e.g. publicity, education, example, etc.); to advice on 





The majority of the Report encapsulates supply reduction and elucidates the implementation 
of legal measures and strategies to reduce drug use. The provision of aid to those already 
affected by drug use is also discussed, as are demand reduction initiatives that employ 
educational measures to discourage young people from potential drug use. Various non- 
government research papers had been published, demonstrating that drug use was emerging 
among small groups of youths in Dublin, (Nevin et al. 1971). With the benefit of almost five 
decades of retrospect and further research, it is not difficult to be critical of the many findings 
and recommendations of the Report. It was also was criticised at the time for not taking the 
complexities that are integral to chronic drug use and addiction into account. Fischer and 
Glanville (undated), argued that the study failed to recognise socio-economic variables that 
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often lead to maladaptive behaviours and drug use. They predicted that chronic drug abuse 
would become widespread in inner-city estates, correlated to deprivation, social neglect and 
poverty. Although the Report conceded that drug dependence was a nexus of physical, 
psychological and sociological factors, drug use was still considered to be largely determined 
by individual psychopathology. The complexities of drug use, in particular dependence, 
appear to be under-estimated. As the paper was issued in incremental, interim reports, the 
latter chapters are noticeably more informed than the earlier chapters, this suggests that to 
their credit, the members of the Group were actively working to improve the scope, general 
accuracy and efficacy of the Report. In general, the Report is relatively insightful, practical 
and well-informed, despite the reluctance of the authors to consider the role of the State 
negligence and social injustice in creating the social conditions in which drug use would 
eventually thrive. The tone of the Report, which is evident by much of the language used 
throughout, is that of a work in progress. The authors freely acknowledge that the committee 
was in the midst of a learning process, in that illicit drug use was a relatively new 
phenomenon in Irish society. Several times they allude to a need to better understand the 
underpinnings and causations of maladaptive drug use as a mode of coping with life. 
The 1971 Report remains the sole governmental publication to this date that alludes to 
the human rights of drug users. It contains rhetoric, logic and ideology that is missing from 
much of modern-day prohibition orientated publications and drug strategies. With the benefit 
of hindsight, there are many sections of the Report that could be argued to be simplistic and 
naïve about the potential harms of chronic drug use. This is arguably due to it being 
published in an episteme in which LSD and cannabis use were considered problematic drug 
use. Heroin use was almost non-existent, it had yet to decimate working class communities. 
As the drug user became reconstructed as an immoral, public health threat with a penchant 
for crime in the years that followed, the sympathy that is palpable throughout the Report 
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would be replaced by harsh interventions into the lives of drug users. Recovery models would 
embody the penal culture that would become synonymous with drug control, as opposed to 
rehabilitation and re-integration. 
Pitied as Opposed to Punished: Early Drug User Constructs: 
 
The courts were described as being in the process of change as the Justice apparatus 
attempted to adequately police this unfamiliar, new anti-social problem. Those affected by 
drug use were considered individuals who “are more to be pitied than punished and should be 
regarded as sick people in need of medical care to be treated with sympathy and 
understanding and be helped in every way possible to overcome their dependence on drugs”, 
(Working Party Report 1971:59). The full force of the law was to be reserved for those who 
peddled and trafficked in drugs for gain. This attempt at distinguishing between users is 
unexpected in a policy publication from this era, however, the use of the words sympathy and 
pity epitomise weakness and deficit and may have unwittingly helped create the stereotype of 
the “Junkie” in the years that followed. This was aided by the deliberate creation of a hard 
drug/soft drug dichotomy within the Report. From a genealogical perspective, The Report is 
crucial as it is the first published policy by the State and therefore it would buttress the early 
social construction of the drug user that services would be predicated upon. Drug taking was 
associated with students and “beatniks”, middle-class individuals who were not harming 
anyone but themselves (Working Party on Drug Abuse 1971:33-35). The Report claimed that 
those who indulged in drug use included middle class “hippies”, “beatniks” and “the artistic 
fringe”, primarily in rebellion and in rejection of middle-class values and norms, (Ibid.). LSD 
and cannabis use were considered a past-time of university students with a penchant for 
“tuning in and dropping out”. This synopsis of problematic drug use was to prove remarkably 
inaccurate. 
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The nexus of independent variables that combine to create an environment in which 
drug use can thrive was not adequately excavated by the Report. Its focus was on reducing 
supply, to the detriment of demand. Demand reduction involves exploring causation and 
promoting education and prevention. Although the Report contains almost an entire chapter 
discussing methods of educating school children on the realities of drug use, there is an 
obvious reluctance to accept that poor living conditions, poverty and infrastructure play a 
major role in problematic drug use. As the Working Party was in effect the response of the 
State to the emergent drug problem, the committee was in an unenviable position. A paper 
co-authored by a member of the committee, and published in the same year, strongly 
suggested that poverty and deprivation were variables in the emergence of drug use, 
(Stevenson & Carney, 1971). However, an acknowledgement that poor living conditions 
played a role in drug use and dependence would have suggested that municipal social 
housing, infrastructure and inner-city facilities were inadequate and in need of a overhaul. 
This would implicate the State in the nascent illicit drug problem, an arguable example of 
political suicide. 
Unsurprisingly, the government would not, or could not, accept the hypothesis that 
State intervention could assist in preventing the emergence of drug use and related social 
problems, as Ireland’s drug problem became a potential political tool for the first time. The 
Report proposed a programme rooted in personal development to help those who had come to 
the attention of the courts due to drug use. This programme was to include job training, 
education, drama, art, poetry, sport and music, with coping skills and community living 
central to development. The Working Party Report of 1971 is indicative of a State Report 
compiled before the heroin epidemic, the influx of crime and the social reconstruction of the 
“Junkie”. Never again would a government Report be so sympathetic to and complacent 
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about the societal risks engendered by drug use. Nor would the disposition that drug use was 
a passive, temporary past-time of middle-class youth. 
Although prompt action was mentioned by the Party, this programme was never to 
materialise, possibly due to the establishment of Coolmine Lodge, a therapeutic community 
with ties to America and Britain. By 1973, Coolmine was fast becoming the sole centre for 
rehabilitation in Ireland, (Butler 2016). Coolmine was a voluntary organisation buttressed by 
drug-free rhetoric that resonated with the public. As a closed social, hierarchal system, 
Coolmine was underpinned by confrontational therapy. This therapy consisted of a 
combination of direct, harsh confrontation, an instilling of a work ethic, discipline, honesty 
and responsibility, in conjunction with the rebuilding of the dynamics that had been used by 
the addicted individual to navigate their social world, (Butler 2016). “The Lodge” was to 
have a monopoly of Irish rehabilitation of the 1970s and 80s, primarily due to its ties to The 
Probation and Welfare Service and government funding. Therefore, the afore mentioned 
ambitious programme of the Working Party, with concepts and frameworks that would be 
comparable with contemporary drug services, would never come to fruition. Instead, the 
philosophy and ideologies of Coolmine dominated recovery in Ireland. in his synopsis of the 
philosophy and practices of Coolmine, Butler (2015) states that drug dependence and 
addiction were considered to be as a result of a personality flaw, in which the individual was 
in need of confrontation to change their lifestyle. New coping mechanisms and social skills 
were to be instilled in the drug dependent individual while abstinent from all drug use. 
Coolmine was a long, structured, almost military-like programme. Those who failed to 
complete the programme were considered weak, having “failed” to take the opportunity or 
show a commitment to live a life of total abstinence. Coolmine was to remain the sole, 
residential rehabilitation centre in Ireland for a decade. It is therefore plausible that their 
pejorative attitude towards those who failed to complete their intense programme, objectified 
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some drug users as failures who had ostensibly (according to Coolmine) ‘chosen’ drugs use 
over their families, children and loved ones. With “The Lodge” eliciting validity and 
credibility in the media (Butler 2002, 2015), this objectification was likely magnified, further 
marginalising drug users as aberrant and socially improvident. 
The Remainder of the 1970s: A Period of Inactivity: 
 
The 1977 Misuse of Drugs Act and the establishment of the Inter-Departmental 
Committee, in reaction to the Working Party Report, were to be the sole undertakings of the 
Government for the duration of the episteme subsuming the 1970s. Due to a General Election 
and changes in government, the Act took four years to be passed into law. As part of the Act, 
rehabilitation opportunities were to be made available for those charged with “inherent drug 
offences”; for example, possession and other charges directly related to problematic drug use. 
According to O’ Mahony (2008:85), however, this relatively liberal provision of 
rehabilitation as opposed to custodial sentences for drug users led to some Gardai deliberately 
targeting drug users with offences that were not directly linked to chronic drug use, thus 
negating and undermining the rationale of this important byelaw. Such byelaws would be 
considered tolerant, progressive and drug user-centred, even by contemporary standards. The 
manipulation of these laws by some member of the Gardai is evidence that the “pitied not 
punished” rhetoric was gradually eroding. A clear dichotomy of hard/soft drugs was 
reinforced by the Act, and this was to be reflected in sentencing practices. An obvious 
distinction was being created between the “hard” drug abuser and the “soft” drug user. Even 
among the general drug using community or sub-culture, opiate users, in particular, those 
who injected heroin, were already beginning to be ostracized and alienated, (Dean 1983). As 
such, heroin use was synonymous with prison, homelessness, and crime, and the distinction 
between heroin use and most other drug use was beginning to become a tangible societal 
indicator that elicited pejorative assumption and harsh little understood inclination. The social 
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opprobrium and polemic dispositions predicated upon “hard” drug use, for example, heroin 
and cocaine, arguably initiated and informed the passing of such laws, facilitated by the 
vehicle of governmentality. Societal perspectives, law and policy are here seen to be 
determined by greater society, with little or no input or consideration regarding the life 
experience of the drug user playing any part in the development of law, policy and most 
importantly service provision. 
The Inter-Departmental Committee was a six-member committee that met 
sporadically and appears to be a tokenistic gesture, formed in response to the Working Party 
Report, (Butler 2002, O’ Gorman 1998). Very little was accomplished by the group, which 
has often been criticised for its incompetence, delay and denial in response to the 1980s 
Dublin heroin epidemic. The Committee responded by maintaining they were routinely 
ignored and not taken seriously by the Department, (Butler 2002:137). This form of 
institutional and political failure, underpinned by ambiguity and a lack of communication, 
would remain a constant feature of Irish Drug Policy. The late 1970s saw the beatnik, artistic 
fringe addict being replaced by the rebellious youth, predominantly those residing in the 
inner-city, who consumed illicit drugs for their euphoric properties or as a coping strategy, as 
opposed to recreationally consuming LSD and hashish in search of a “high”. The closing of 
Saint Brendan’s drug in-patient clinic as the alcohol unit remained open demonstrates the 
stigma and opprobrium that was to become analogous with drug use. Whereas the alcoholic 
was seen as an individual in need of sympathy, the drug user was beginning to be held in 
contempt. An aura of containment manifested in the late 1970s, and the initial concern 
regarding Ireland’s illicit drug use had subsided, (Butler 1991). Although it was recognised 
that the drug problem had not gone away, it had not materialised to such a degree to warrant 
panic. Sporadic reports from Jervis Street were published, reinforcing poverty as a primary 
variable in drug use, and postulating that in general, drug users belonged to a distinct 
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demographic group, (Stevenson & Carney 1971, Kelly & Hart 1979, Kelly & Sammon 1975). 
However, it would take the State almost two decades to accept this rationality and implement 
pertinent policy and services. As such, it was the individual who was considered the sole 
causative factor in problematic drug use. 
Applying the notion of the episteme, as a method of illustrating discursive change 
over time, one could argue that illicit drug use had not yet permeated the public conscious, 
with only sporadic media reports appearing in the mainstream press. It must be noted, 
however, that the inaugural state response to drug use, The Working Party on Drug Abuse, 
was formed as a result of media lobbying. This was an early indicator of the relationship that 
would develop between the media and drug policy, which would become prominent in the 
decades that followed, with heroin use becoming a mainstay topic in the Irish press. The 
media is often a proxy for public opinion and reinforces perception and societal response, 
demonstrating how a governmentality perspective allows a society an indirect role in 
governance. In the case of 1980s heroin use, the often sensationalist media coverage 
perpetuated and informed pejorative societal rationalities, alienating drug users, and 
advancing political action, often in the guise of law and policy amendments. As such, law, 
policy and media formed a nexus from which drug use was governed. When tracing the 
evolution of policy and law vis-à-vis drug use and control in this episteme, drug users are 
seen to be on a firm trajectory away from “the pitied” victim in need of social assistance. Key 
events of the 1980s would complete this transformation. 
The 1980s: Heroin, Vigilantes and Epidemics 
 
The 1980s would see drug use again propelled into the public consciousness due to a 
dramatic increase in intravenous heroin use, primarily concentrated in inner-city Dublin and 
surrounding suburbs, (Dean et al., 1983, Kelly 1983, Butler 1991, O’ Gorman 1998). By now 
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heroin use had surpassed all other drugs as the embodiment of problematic drug use. The fact 
that most affected areas were traditionally working class with high unemployment rates 
further challenged prevailing attitudes of government policy that drug use existing within a 
social vacuum and being an individualistic, choice-driven, maladaptive behaviour. The 
relevance of the urban as a site of reproductive, maladaptive social norms, dictated by the 
contradictions of capitalism and inequality, would later help transfer addiction and drug use 
from psychiatry to public health. This incremental transformation commenced in this 
episteme and would incorporate changes in law, policy and advance the construction of “The 
Junkie”. The 1980s would see a paradigm shift in the treatment models and practice that 
underpinned Irish drug policy and discourse. The onset of HIV and AIDS, the introduction of 
harm reduction, the vigilante movement and the widespread moral panic created a cultural 
pluralistic effect. The social actors of Dublin’s drug-using subculture would experience 
symbolic violence, as the State attempted to exert control in response to what has become 
known as Ireland’s first Heroin Epidemic. As class, poverty, unemployment and place 
became some of the key variables of drug addiction, there would be an exponential increase 
in the numbers of individuals seeking assistance from Jervis Street Clinic, (Dean et al., 1985). 
Persistent media reports of heroin use, coupled with the birth of social movements in 
response to the abrupt rise in heroin use in affected communities, marked the aetiology of a 
particular governmentality perspective to illicit drug use in Dublin. The pejorative societal 
response to heroin use demonstrated through the media translated into tangible law and 
policy changes, again capturing the role public perception would play in the governance of 
drug use. The emergence of HIV/AIDS as a virus inexorably linked to intravenous heroin use 
facilitated and informed new levels of stigma and opprobrium, as those in the throes of drug 
addiction now began to inhabit the outer margins of society. 
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Fischer and Glanville’s (undated) critique of The Working Party’s postulation that 
drug use was a pre-disposed practice or tendency would prove remarkably accurate in the 
1980s. A large volume of research alluding to the role of poverty, unemployment, low levels 
of education and poor living conditions in the increase of illicit drug use was published, 
(Dean et al., 1983, O’ Kelly et al., 1988). Inner-city Dublin, in retrospect, was the ideal site 
for a heroin epidemic, with high levels of unemployment and the decline of the 
manufacturing industry, traditionally concentrated around the Dockland, (Punch 2005). 
Traditionally, inner-city communities had governed themselves, morally at the least, through 
mutual tolerance and an idiosyncratic value system, typical of those who have experienced 
social injustice and State neglect. The onset of the heroin epidemic would be facilitated in 
part by cheaper, superior quality heroin available on the streets of Dublin. In 1979, The Irish 
Times warned of “a flood of heroin” entering Europe due to political upheaval in Iran, (The 
Irish Times 1979:6). Figures from Jervis Street Clinic suggest that this international event 
was to have repercussions on the streets of Dublin. Between 1979 and 1983, there was more 
than a fivefold increase in the number of “Opiate Abusers” presenting for treatment at the 
facility, (Dean et al., 1985:109). Butler (1991:214) recounts the “complacency” of the 
authorities at this time, “with regard to their handling of the drug problem in Ireland”. The 
relaxed atmosphere was dramatically transformed and the decade would become synonymous 
with widespread heroin use, needle culture, vigilantism and HIV. The reluctance of the 
government to accept socio-economic deprivation as a precursor to drug abuse would remain 
steadfast, despite an abundance of credible, academic research to the contrary, (Butler 1991, 
2002). 
With the onset of HIV/AIDS, heroin use threatened to plunge once close-knit 
communities into locations of chaos underpinned by frustration and anger. The Vigilante 
Movement propagated intraclass symbolic violence, further alienating the marginalised drug 
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user among their own communities. As the social construction of the drug user as a societal 
nuisance, deviant, criminally disposed subject whose sole purpose was heroin use and crime 
was inaugurated, drug pushing on a commercial scale commenced, with criminal gangs 
becoming aware of the vast sums of money to be gained from drug trafficking. History 
suggests that it is usually drug users and small-scale peddlers of drugs that endure violation 
and mistreatment from the police, as opposed to major league pushers of heroin, (Lyder 2005; 
O’ Mahony 2008). The link and the assumption that drug use and crime were inherently 
corelated was now generally accepted, informing anger and frustration among affected 
communities. Among policymakers and authorities, the individual choice hypothesis still 
retained its prominence, and this would shape services and perpetuate punitive responses to 
drug use. Concerning an epistemic, drug use and drug users were situated within a myriad of 
carceral and penal responses to their activities and problems, made manifest by law, drug 
policy and societal opinion. 
Many researchers were now examining drug use as a symptom of social ills and 
injustices, (Dean et al., 1983, Kelly 83). Although many of these reports would prove 
beneficial in obtaining a superior understanding of inner-city opiate use, they invariably 
contributed to the creation of the stereotypical drug addict. As academics and physicians 
explored the demographics and causation of drug use and addiction, a caricature, or profile of 
the conventional addict was being created. Kelly (1983:3) claimed that for the “average” Irish 
drug abuser, petty crime was the regular means of financing addiction. Deprivation and low 
levels of education were the norm and rates of relapse were high (Kelly 1983, Dean et al. 
1983). The criminally- disposed, uneducated, voluntary unemployed drug addict would 
replace the “pitied” drug user in need of sympathy. Drug users would soon be villainised, by 
both public perception and harsh, new laws that would be implemented in an effort to curb 
the exponential growth in problematic opiate abuse, in an example of the nexus of lenses 
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creating constructs through the vehicle of governmentality. Social movements began to be 
established by residents of affected areas, primarily due to allegations of administrative 
inertia and abandonment, (Lyder 2005, Butler 2002, Doyle 2014). In the absence of decisive 
intervention on the part of State agencies, grass-root vigilante groups formed to rid their own 
communities of heroin use. As politicians debated, denied and discussed the “possibility” of 
heroin use at epidemiological levels, the numbers of those abusing opiate continued to 
increase exponentially, unprecedented even by international standards, (Butler 1991, Dean et 
al. 1983). As inner-city communities began to demand action and facilities to combat wide- 
spread heroin use, (Lyder 2005, O’Kelly et al. 1988), inhabitants began to elicit governmental 
State action and response. The result was often drug services whose principal agenda was 
often informed by public appeasement, as opposed to the care of the individual who was 
using drugs. The resulting services would fail to address the primary needs of drug users, 
causing a cyclical effect of community frustration and anger as inefficient policy and 
services, which did little to reach the drug user, thus re-commencing the cycle. The drug user 
was criticised as opposed to incompetent services, reinforcing the opprobrium and denying 
the heroin user sufficient care. The addict was perceived to be an irrational individual who 
had made poor life decisions and therefore was not deserving of rights, quality health care or 
sympathy, (Bryan 2000, Cox and Lawless 2003). 
 
 
2.9 The First Heroin Epidemic: 
 
The earliest indicators of the epidemic were evident in many of the figures that were 
being reported by Jervis Street Clinic. Dean et al., (1985:111) documented “an alarming 
increase in the abuse of opiates in Dublin since 1979”, an increase in those charged under the 
new Misuse of Drugs Act 1977 for offences involving heroin and an increase in the number of 
drug addicts being committed to Dublin prisons. Butler (1991:5) points to the dramatic 
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escalation in the numbers charged with heroin-related offences between the years 1979 and 
1981. In this short time period, those charged had risen from 5 to 177. Kelly (1983) reports a 
threefold increase in patients attending Jervis Street between 1979 and 1982. Yet, despite this 
plethora of evidence, the State was still reluctant to accept the epidemic as a sociological fact 
or deleterious public health matter, (Butler 2002). As the heroin epidemic began to manifest 
in rising crime rates and a frenzy of reports in the media regarding heroin use, the State was 
in the midst of a period of political instability, lacking in departmental and administrative 
cohesion and continuity. This would have a profound effect on the Department of Health, 
with four ministerial changes between 1979 and 1982. In retrospect, one can observe how 
unprepared the Irish government was for, what was in essence, a European epidemic. 
Although the first heroin epidemic was sudden and dramatic, the total failure and slow 
response of the systems put in place were indicative of a government that was incapable of 
dealing with a drug problem (Dean 1983, O’Kelly et al. 1988). Characteristically, the Irish 
response would feature more punitive, prohibitionist measures, with a focus on the evil of 
drugs and by association, drug users, (O'Mahony 2008). One could argue that some of the 
strategies implemented represented an aggressive, systematic, punitive offensive against the 
opiate abuser, in which law and order were considered paramount. Public health and the well- 
being of the addict or their communities were less of a concern. The 1984 amendments to the 
1977 Misuse of Drugs Act implemented harsher sentences for drug pushers and included 
legislation that made the mandatory medical and social assessment of drug users pre- 
sentencing now a matter of discretion. However, many drug services were now arguably 
underpinned by punitive logic. Despite its questionable methods and poor retention rate, 
Coolmine Lodge’s status had remained elevated. Moreover, the therapeutic community had 
achieved scholarly authority, with its statistics, data and discourse commonly quoted in both 
the media and research. Butler (2015), maintains that such was the perennial penal culture 
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that Coolmine espoused, many drug users chose to complete custodial sentences, rather than 
enter a programme replete with interdiction and promulgating a culture of control. Coolmine 
embodies the public perception and social construction of the drug user during this episteme. 
Drug users were individuals whose conduct merited exclusion, isolation and enforced 
abstinence. Modes of bio-political and social control such as Dean’s authoritarian 
governmentality; biopolitical strategies, sovereign and disciplinary power now began to be 
made manifest in drug services, (1999, Lawless & Cox 2003). With drug use, in particular 
heroin use perceived as pre-disposed deviance and rebellion, Coolmine’s morals and ethics 





Combined with the onset of HIV, community action and an increase in drug-related 
crime, the first epidemic made manifest the dramatic transformation in attitudes and public 
opinion regarding illicit drug use as the decade progressed. With the exponential increase in 
heroin misuse, the reconstruction of the drug user was now complete. Constant media reports, 
political debate, policy change and the advent of HIV would fully re-construct the “pitied”, 
middle-class drug user. The casual approach of The Working Party and their concomitant 
Report would be replaced by moral panic, societal tension and rapid policy and law revision, 
as the heroin epidemic and the culture of intravenous drug use that was prevalent in Dublin at 
the time would become embedded in the social consciousness. Heroin use, HIV and drug- 
related crime became synonymous with problematic drug use. The romanticised beatnik, 
rebellious and middle-class LSD and cannabis user were replaced in the sociological 
imagination by the working-class, inner-city heroin addict with a penchant for crime. 
The early 1980s and the epidemic that was confined to a relatively small section of 
Dublin’s inner-city had commenced, challenging the State’s logic, which still insisted that 
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problematic drug use was a result of poor life choices, predisposed deviance and maladaptive 
behaviours. Fischer & Glanville’s (undated) response to the Working Party which propagated 
the hypothesis that the epidemic was co-related to a lack of essential facilities, poor 
infrastructure, education and a shortage of employment opportunities was the first, but by no 
means the last, challenge to this State disposition. 
Drug use had entered the social imaginary through the media in the 1980s. Primarily 
due to the actions and legal issues associated with the vigilante movement and HIV, the 
controversy of harm reduction and MMT the media now moved centre stage as a form of 
societal governance. It became both an outlet for societal frustration and anger and the source 
for many vis-à-vis the harms of heroin use. As such, the role of the media in shaping the 
sociological reality through public perception would be amplified and the reconstruction of 
the drug user and service user can be situated in the media narrative. Stereotypes were created 
and re-created, often to the detriment of the drug user who would continue on this trajectory 
of change. However, with policies and law also in-flux, the service user narrative would 











This chapter continues the genealogical inquiry and perennial construction of the Irish 
drug service user of the preceding chapter. As such, the primary objective is to continue with 
the analysis and ultimately locate the service user in the present. The 1980s is a 
transformative episteme in which problematic drug use is now almost always considered to 
encompass the use of opiates, in particular, heroin, (EMCDDA 2017, 2018). 
The chapter is again chronological, with key events, law and policy transition 
coalescing with the societal perspective of both heroin use and the heroin user. The 1990s 
would see a dramatic change in the State’s drug control strategies, presaging the beginnings 
of a health-led response to drug use and a first admission that the individualistic rationalities 
that underpinned the majority of drug policy were in need of urgent revision. The paradigm 
shift that this informed would be far from routine, however, and much of this chapter 
encompasses the struggle of recovery models to escape the shadow of prohibition. Many of 
these struggles are still relevant to both human rights and contemporary MMT discourse. 
Therefore, Foucault’s genealogical inquiry is again employed to demonstrate the emergence 
and descent of the many rationalities that underpinned the different epistemes’ responses to 
problematic drug use. Combined with the epistemic trajectory of the reconstruction of the 
service user, a sociological exploration and superior understanding of the service user 
narrative and life experience is expounded. The sociological construction of the service user 
is pertinent to drug policy and laws, which are often a proxy for the societal perspective. This 
self-reinforcing cycle perpetuates poor treatment, poor outcomes and frustrated communities. 
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As a point of departure, this chapter commences in 1983, as the first epidemic is 
decimating working-class, inner-city communities. A second epidemic and a rapid increase in 
those infected by HIV/AIDS would a prompt a rapid transition of services in particular MMT 
and harm reduction initiatives, without the luxury of educating society of the necessities of 
these “new” approaches, (Butler & Mayock 2005). The corollary was often the general 
public, many of whom were unsympathetic to the plight of drug users (MacGreil 1977, 
1988), having a poor understanding of harm reduction and in particular MMT. This possibly 
perpetuated the further exclusion of drug users. Commencing with the Bradshaw Report 
(Dean et al. 1983), a public health response to drug use will be advanced in this episteme. 
Drawing from a History of the Present framework (Foucault 1979), this inquiry makes 
manifest that this epistemic journey is still to be complete, as the drug service user is still 
governed by biopolitical and disciplinary technologies that inform the penal culture that 
makes the realisation of rights-based treatment an intricate undertaking with many complex 
variables. This inquiry aims to advance understanding of the present-day service user, again 
following the trajectory of “pitied”, to “predisposed misfit”, to now being a “passive 
recipient” of a poorly governed public health service. This era also establishes the power of 
the media as a proxy for public perception and as an anatomised source of power in 
governing an errant population. 
 
 
3.2 Social Injustice and Drug Use--The Bradshaw Report 
 
The infamous “Bradshaw Report” of 1983 was undertaken with the objective “to 
investigate reports of a great increase in heroin abuse in Dublin during the previous twelve 
months”, (Dean et al. 1983:2). It is credited as a pioneering report that acknowledged drug 
use as a symptom of deprivation and poverty and finally substantiated the hypotheses of 
Fischer & Glanville (undated), and the many other academics that had made the causal link 
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between drug use, poverty and social injustice, (Kelly 1983, Carr et al. 1980). The Report 
was a damning prognosis of Dublin’s heroin problem, claiming that the inner city of Dublin 
was experiencing drug abuse that was comparable with, and in some instances worse, than 
1970s figures of New York City ghettos, (Dean et al. 1983). In the Report, Dublin’s North 
inner-city was advanced as a microcosm of social deprivation displaying the ills of 
governmental negligence and shortcoming. One in ten of 15-24-year olds were actively 
abusing heroin. The environment was described as “…dirty, squalid…architecturally 
dispiriting, (the) abuse of alcohol is a common problem; crime the societal norm; 
imprisonment more likely than not; (with) heroin taking regarded as commonplace by quite 
young children”, (Dean et al. 1983:27/28). The gravity and severity of the opioid abuse that 
was reported in the North Inner-City demanded attention and could not be dismissed. 
According to the Report, the problem opiate user was frequently in their late teens to early 
twenties, rarely held employment, had a criminal record, smoked heavily, had experienced 
familial breakdown and acquired a low level of education. The preferred route of consuming 
heroin was intravenously; there appeared to be a nascent “needle culture” within Dublin’s 
heroin-using community. The Report provided a much-needed glimpse into Irish heroin 
addiction, a traditionally difficult population and social reality to penetrate. However, it also 
reinforced stereotypes of the injecting heroin user, some of which are still evident today. 
Heroin is still considered the drug of the underclass. The injecting of heroin is considered 
chronic, unhygienic and a practice that crosses moral boundaries, even among drug users 
themselves. The hopelessness of the injecting drug user and the birth of different “types” of 
drug users could be argued to have had origins in reports that seek to profile the 
demographics of the “typical” drug user (Carr et al.1980, Kelly 1983). Whereas policy and 
services change in response to quality research, the attitudes, presuppositions and stereotypes 
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that can be created can often remain in the public consciousness informing durable and 
unfading marginalisation and opprobrium. 
 
 
The Bradshaw Report and the resulting publicity forced the Government into an 
uncharacteristic, rapid response. The Special Governmental Task Force on Drug Abuse was 
formed with a remit to review and report on drug abuse, in particular, that of inner-city 
Dublin. According to Butler (2002:140), this Report was never published, however many of 
their recommendations were made public through sporadic press releases and leaks. Included 
in their recommendations were plans for a new purpose-built drugs unit, a review of the 
Misuse of Drugs Act (in 1984), and the development of Community Priority Areas (CPA). 
CPAs were an implicit acknowledgement of the findings of Bradshaw regarding social 
neglect and drug use. O’ Gorman (1998:157) noted that the Task Force proposed using 
specific indicators (crime rates, unemployment statistics, education attainment, lack of social 
and recreational amenities, etc.) to identify and target vulnerable communities for financial 
investment and assistance. This suggests that there were those in government and positions of 
authority that did recognise the correlation between State neglect and drug use and the 
anomic impact this was having on value systems, rational choice and norms. The fact that this 
section of the Report remained unpublished and was never reported in the media suggests that 
these individuals were in the minority. O’ Gorman (1998) posits that the proposals for CPAs 
were omitted due to the reluctance of the State, at governmental and local level, to retract 
their stance on addiction as a condition randomly distributed among society due to 
pathological predispositions. One could argue that O’ Gorman’s claim is substantiated 
considering that investment into facilities and infrastructure in affected communities was 
rejected by the Dail in favour of punitive 1984 amendments to the 1977 Misuse of Drugs Act. 
The rejection of the proposals for CPAs in favour of aggressive, prohibitionist strategies 
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demonstrates that the State, as a technology of power, was more concerned with public order 
than public health. Considering the Act was the most significant policy development during 
the epidemic, it was clear that the governmental response, through the use of the various State 
apparatus, would predominantly target the drug user as a criminal rather than an individual 
with a complex problem. The hastily enacted amendments were a tacit indicator that 
government strategy was still firmly embedded in supply reduction and the inherent evils of 
drug use. Many illicit drug users faced prison, collectively demonising and dehumanising 
both the individual and certain areas of the city. A crime without a criminal scenario was 
created. The heroin epidemic was highly visible, although the array of variables that led to 
the epidemic were often concealed and highly complex. As the only visible constant, the drug 
user very often filled this void, becoming the focus for public frustration and anger, 
pejorative opinions and stereotypes. As a highly marginalised subgroup, illicit drug users 
remain the focus of opprobrium and anger, although trends and patterns have changed. 
 
 
Recovery options at this time were limited to Coolmine and Jervis Street. The ethos of 
Coolmine, as a drug- free, total abstinence-based programme promoting addiction as a choice 
or a “lack”, resonated with both the public and the government. This anti-drug rhetoric 
absolved the State of any responsibility toward users, as both government and the media 
appeared at pains to espouse that drug users were predisposed social misfits and criminals 
with little to offer society. Keenan (2002), suggests that communities would retain negative 
connotations and assumptions of drug users who had succumbed or relapsed back into heroin 
use after attempting short-term detoxification in Jervis Street. Those who attempted 
rehabilitation through these limited, total abstinence-based approaches were scorned upon 
when they returned to drug use, their failure to remain drug-free reinforcing their defect of 
character or a lack of commitment to a drug-free lifestyle. One must recall that this episteme 
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portrayed total abstinence as the only acceptable outcome of drug rehabilitation. Methadone 
maintenance or substitutes therapy were not considered recovery per se, (Carlin 2005). The 
efficacy of the media as an apparatus in shaping public opinion and eliciting and often 
sustaining the anger and resentment of already fractured communities was now becoming 
more prominent, translating into the propensity to blame drug users alone for the dramatic 
increase in drug use. The media frequently reported on inner-city drug use, with a focus on 
the evil of drugs and the incompetence and weakness of drug users, as opposed to recognising 
socioeconomics, deprivation and social ills. As such, the media influenced the layman and 
woman’s education and knowledge vis-à-vis heroin use, informing public perception, and 
framing a particular view of heroin use and its nefarious outcomes that advanced aggressive, 
invasive modes of governance. As will be discussed, the power of norm as a form of 
governing society (Foucault 1986:1) helped advance the vigilante movement, which would 
play a major role in early Irish heroin use, stigma and governance, and was arguably one 
antecedent of rights violations in the lives of methadone clients. The rise in drug-related 
crime further alienated drug users, at a time when aid and assistance were urgently required. 
Disenfranchised communities felt abandoned by their government, (Butler 2002, O’ Gorman 
1998). A combination of political inertia (in spite of repeated pleas from community groups) 
and community frustration aimed at heroin users, arguably led to the formation of grassroots 
policing and vigilantism in many of Dublin’s affected communities, usually municipal flat 
complexes. These communities had effectively lost all confidence in the Gardai and the 
Government and began to police and govern their own communities. 
 
 
3.3 The Rise of Dublin’s Vigilante Movements: The Concerned Parents: 
 
Governmentality, as a non-traditional governance modality often uses the norm to 
govern society, (Foucault 1986:1, 1991) often through the action of anatomised non-state 
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actors. As drug use deviated from the norm, social movements formed to govern, police and 
protect communities. These social movements were the antecedent to vigilante groups, which 
would simultaneously engender an avenue for the public to govern as part of a 
governmentality perspective and also facilitate a lens through which the heroin user was 
constructed and reconstructed. The vigilante movement, which existed in two phases, in 
response to two separate epidemics (Doyle 2014), was an embodiment of the prevalent view 
of drug users at two different points, in the 1980s (Concerned Parents Against Drugs) and the 
1990s (Coalition of Communities Against Drugs). According to Lyder (2005:50/51), “there 
was a huge sense of isolation and abandonment…. (where) addicts would fix openly in front 
of children and muggings and break-ins soared”. It was against this backdrop of state 
isolation, abandonment and negligence that these grassroots, community-led, anti-drug 
movements can be located, within a cauldron of frustration, anger and suspicion, concerning 
both Gardai and political inactivity. O’ Gorman (1998:157) speculates that the failure of 
authorities to respond to the crisis was regarded by critics in some quarters as a strategy to 
contain the drug problem to the inner-city. Although the perceived failure of the Gardai was 
likely more nuanced than this, it is ideal rhetoric for creating the “us and them” rationalities 
which create and produce movements that advocate for those who consider themselves 
abandoned and disregarded. The media would extensively cover the activities of the 
movement, simultaneously lauding and critiquing their tactics, which included public protest 
marches and shootings, (Flynn 1987:11). Flynn’s article, entitled “Fighting the Pushers, By 
Fair Means or Foul” captured the group as a working-class community group, who had been 
forced to defend their communities from heroin use. Their illegal activities were tacitly 
excused due to their abandonment by the State and Gardai. The struggles of the drug user 
were rarely discussed in these media articles, instead, they were perceived as a major part of 
the problem. The CPAD has, in retrospect, received mixed reviews in subsequent Irish 
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literature. Many have lauded their activities, as a working-class, bottom-up organisation that 
played a major role in the post-1983 stabilisation of heroin use in Dublin, (Lyder 2005, 
O’Kelly et al., 1989, O’ Gorman 1998). While the literature does suggest a stabilisation in 
first-time clients at Jervis Street, (Dean et al. 1987), the ostensibly positive role played by the 
CPAD and the aggressive community response came at the price of the public ostracization of 
drug users and small-time peddlers of heroin. Marginalised communities were now beginning 
to marginalise members of their own communities, with leaders of once close-knit localities 
using their new influence to make moral judgements, simultaneously facilitating “us and 
them” social binaries in already disenfranchised communities. These communities already 
had a high prevalence of generational unemployment and low educational attainment, low 




Doyle (2014) discusses the work and activities of the CPAD in a succinct and in 
general, neutral manner. Her paper is a synopsis of the establishment and actions of the 
group, with the author acknowledging that the CPAD was not a pacifist group and did engage 
in illegal evictions and intimidation while retaining links to paramilitary organisations. Doyle 
cites Gramsci’s “armour of coercion” in describing the State’s radical response to the CPAD’s 
activities, in which members were jailed by a specialist, non-jury court. Gramsci’s describes 
the “armour of coercion” as a State utilising technologies of power to reinforce hegemonic 
norms, (Gramsci 1971:263). It is tempting to state that these groups had acted in an almost 
identical manner to reinforce “new” community norms and marginalise heroin users. In doing 
so drug use was removed from view and stigmatised, resulting in the problem being displaced 
as opposed to being resolved. There is an argument, in retrospect, that grassroots movements, 
including the CPAD and later the COCAD, had and would become more commensurate with 
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the state apparatus whose inactivity informed their establishment. O’Gorman (1998:157) 
states that the CPAD’s decline coincided with a stabilisation or plateau being reached in 
heroin use in Dublin. The group had fallen into disrepute due to public, police and media 
antagonism regarding the intimidation tactics that were allegedly employed by the group, and 
their failure to distinguish between drug pushers and drug users. Their connections with Sinn 
Fein and the IRA were also frowned upon by politicians and again through media outlets, 
(Doyle 2014). Dublin’s heroin epidemic did appear to be in the midst of stabilisation. An 
October 1985 edition of The Irish Times, (1985:22), quoted the Minister for Justice, Michael 
Noonan, who stated that drug seizures and admissions to Jervis Street had witnessed a 
marked decrease. Dean et al. (1987), cited statistics from Jervis Street that demonstrated a 
decrease in the number of “first contacts for opiate use”. Both Dean et al. (ibid) and O’Kelly 
et al., (1988) primarily attributed the decline in heroin use to the activities of the CPAD and 
increased Garda activity, only briefly alluding to the impact of education and drug awareness. 
To equate this stabilisation process with the vigilante movements and the punitive, 
prohibitionist 1985 amendments to the Misuse of Drugs Act only served to reinforce popular 
discourse that a “War on Drugs” strategy was the most efficient method of combating drug 
use. This justified the individualist, predisposition rhetoric still being promulgated by the 
State. Dean et al.’s work (1987), entitled “Opiate Epidemic in Dublin: are we over the 
worst?” was a highly speculative, naïve and simplistic paper, published by Jervis Street 
clinic. The opiate epidemic in 1980s Dublin was always destined to reach a point of 
saturation. It was inevitable that numbers would eventually stabilise, however, the situation 
was still precarious, volatile and extremely damaging to inner-city communities and drug 
users. Dean and his colleagues produced an ostensibly positive report. However, it also 
documented that over 85% of attendees at Jervis Street Clinic displayed evidence of 
intravenous drug use, with 27% of clients testing positive for HIV, which at the time was a 
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“new” blood-borne virus of which little was known (Ibid.). HIV would medicalise heroin 
addiction as the principal antecedent to a new, controversial, public health approach to heroin 
use and addiction, harm reduction. The drug user was now considered a threat to public 
health and a potential carrier of a feared, fatal disease. Policy would react with services that 
reflected this rhetoric, leading to exclusion and containment. 
 
 
3.4 HIV- “The Virus Years” and Harm Reduction 
 
The mid-1980s is a key episteme when applying a History of the Present perspective 
to Irish drug use. An archaeological analysis suggests a distinct reconstruction of the drug 
user in the public consciousness, while a genealogical inquiry demonstrates a complete 
transformation in drug policy and services. The emergence of HIV/AIDS was the primary 
precursor to these changes and would underpin an abrupt paradigm shift in recovery models 
and service provision. Medical advancements adverting to the fact that intravenous drug use 
was one of the primary modes of transmission for the virus prompted policy change and 
exacerbated the social opprobrium directed at drug users. Both were linked to media-induced 
moral panic, as the role of the media in societal governance became more prominent. The 
construction and re-construction of drug users had continued to follow a linear trajectory, 
now been perceived as potential carriers of a fatal, demonised, little understood virus. The 
role of the media in facilitating, enabling and in some cases creating these trajectories is 
particularly evident during this episteme. The vigilantism that followed the epidemic of the 
early 1980s had received an abundance of media coverage. However, this would be surpassed 
by the fear and apprehension that accompanied the onset of HIV. The introduction of harm 
reduction strategies in order to alleviate the transmission of the virus would be a delicate, 
intricate process. Butler and Mayock (2005) suggest that in order to pacify the public and to 
avert criticism from those who espoused an abstinence-only approach, harm reduction was 
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deliberately implemented with ambiguity. The covert nature of the implementation of harm 
reduction was buttressed by contrasting, contradictory media reports that illustrate how public 
appeasement often plays a decisive role in drug policy. 
An analysis of the troika of lenses that underpin this genealogy is indicative of a 
precarious society, with policymakers struggling to merge new methods of service provision 
with allegations of state-sponsored drug provision vis-à-vis MMT, (Carlin 2005). It is from 
such struggles and conflict that contemporary practices can be understood. The onset of 
HIV/AIDS and the introduction of harm reduction strategies was an incremental, divisive 
process that caused polemic dispositions, even from within drug services. The optimism that 
surrounded the stabilisation of heroin use in Dublin was to be short-lived, as the advent of 
HIV and AIDS ushered in a radically different climate surrounding drug use, drug policy and 
drug services. According to Barry (2002), the prevalence of HIV among Dublin’s drug-using 
population was unusually high when compared with other European countries. The 
magnitude of the HIV virus and the fear it induced created new levels of prejudice and 
marginalisation. Fledgling medical assessments and advancements had identified intravenous 
drug users, homosexual men and haemophiliacs as “high risk” categories regarding the 
transmission of the HIV virus, (Butler & Mayock 2005, Kiely & Egan 2000, Butler 2000). 
The biological containment of what was then a little understood virus forced a departure from 
the total abstinence-based recovery models that had become embedded in Irish drug policy 
and service provision. Abstinence was no longer the only acceptable outcome for drug 
services, as harm reduction strategies began to gain approval with policymakers and the 
public. Keenan (2002) postulates that prior to the emergence of HIV, methadone maintenance 
treatment (MMT) was a harm reduction strategy that was exclusively available to opiate 
using, pregnant women. The normative method of prescribing methadone was rapid 
detoxification, with long-term maintenance not considered a sufficient outcome of treatment. 
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Among the pregnant women who had availed of MMT, 40% demonstrated a marked 
reduction in opiate use, (Keenan 2002). This was considered reasonably successful, and the 
programme was extended on a pilot basis to individuals who were HIV positive. Regardless 
of previous opiate use, methadone was always prescribed in low doses (Ibid.). Although this 
was not consistent with the international evidence base, the results again exhibited evidence 
of a reduction in intravenous drug use. It is generally accepted that harm reduction in Ireland 
was a public health response to the HIV/AIDS crisis of the late 1980s, (Butler & Mayock, 
2005; Kiely & Egan, 2000; O’ Gorman 1998). It was not a strategy of compassion for the 
drug user. From the commencement of harm reduction, the primary motivation was 
containment and exclusion, as opposed to safer, less risk-averse drug use. Butler & Mayock 
(2005), postulate that there was fear among health services that HIV/AIDS would not remain 
confined among “deviant subgroups”, i.e. gay men and intravenous drug users. The spread of 
HIV/AIDS, and by association drug use, was now a matter for public health. It was now 
becoming clear to those using drugs and services that they were still not having vital issues 
addressed and were certainly not receiving adequate health care. The primary societal 
perspective or rationality stipulated that those who used drugs, in particular, heroin, were 
authors of their own maladies which did little to elicit sympathy and understanding of their 
plight. The purpose of drug services was now arguably the preserving of the health of the 
general population, in what could be termed macro public health in comparison to preceding 
responses to heroin use. Drawing from media coverage of this episteme, service users were 
aware the potential transmission of HIV was still taking precedence as a public health 
concern over the individual client care of MMT clients. In addition, drug service users felt 
they were not being treated for addiction or any of the plethora of social problems that are 
inexorably linked to heroin use. The construction of service users as a macro public health 
threat was internalised by many. The Irish Times published an article in which they conversed 
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with service users regarding MMT provision and care. This amplified the predominant 
attitudes among service users regarding MMT, making manifest that many had internalised 
the pervasive contempt. One interviewee postulated that the logic that underpinned this 
“care” was: “because they think we won’t spread the virus (HIV), in the detox if you don’t 
test positive for it (HIV), you don’t get the methadone”, (Cullington, 1992:A15). The same 
publication had published an article entitled More positive approach to addicts urged 
(Ahlstrom, 1991:A3), suggesting marginalisation and stigma as two of the primary 
shortcomings and reasons that drug use was still increasing exponentially. Drug users were 
obviously aware of the perennial negative stereotypes of the media, policy and service 
provision. Societal contempt, anger, fear and marginalisation will always inform the 
sociological imagination and reality of the target populace, as the rationalities of the public 
sphere impact on the privatised self. Genealogically, HIV/AIDS facilitated the othering of 
drug users, completing a reconstruction of service users as a vilified population and outgroup, 
(MacGreil 1977, 1980). 
 
 
3.5 Heroin Use: The Lesser of Two Evils: 
 
There was an epistemological congruency developing between drug services, 
academia and policy, with all concluding that HIV and AIDS posed a greater threat to public 
health than drug use, (Butler 2002, O’Gorman 1998). A 1987 article in The Irish Times 
highlights the impact of HIV and AIDS on public consciousness. The author, Dr David 
Nowlan, the medical correspondent of the publication, discusses the “imminent epidemic of 
AIDS”, the paranoia of communities and cites an expert’s opinion that “limiting the spread of 
AIDS must take priority over limiting the extent of drug use”, (1987:A11). It is further 
reported that health care workers had been advised to work under the assumption that all drug 
users were “potential carriers” of the virus, such was the fear perpetuated by HIV/AIDS. The 
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article concludes with a report on the refusal of a refuse company to remove blood stained 
clothes from a hospital. It could be argued that antagonizing media reports of this type further 
villainised and stigmatised an already alienated subgroup, sustaining and reinforcing the 
adverse and depreciatory, internalised gaze among drug users. 
Notwithstanding this, needle exchange and MMT were now beginning to gain 
credence and support among sections of the media and the public, although fear and 
containment appeared to be the main motivating factors. In an article entitled “Facing Up to 
AIDS” in The Irish Times, the provision of sterile equipment for injecting drug users was 
advocated “so that, while they may be killing themselves through drug abuse, at least they 
may no longer spread the virus which causes AIDS”, (1987:9). The rationale and rhetoric that 
underpinned the implementation of harm reduction was unequivocal; drug use was less of a 
threat than HIV to public health. The provision of sterile injecting paraphernalia was 
introduced to contain HIV/AIDS, which is an appropriate and practical public health 
response. However, there is little doubt that it was the furore that surrounded HIV/AIDS 
which prompted the paradigm shift to harm reduction. From a governmentality perspective, 
the media was in the process of becoming a powerful platform for societal governance, 
through the informing of social opprobrium and as an outlet for public anxiety, which in turn 
engendered the trajectory that policy and service provision would follow. 
 
 
Despite the international evidence base now advocating MMT as the appropriate 
response to heroin use (Dole & Nyswander 1980, Newman 1976), there was still 
characteristic, stubborn opposition to the practice in Ireland. Harm reduction differed from 
the traditional orthodoxy on drug use, in which the healthcare and justice systems were united 
in their objective to rid society of all drug use. The aim of reducing drug-related harms and 
behaviours as opposed to drug use per se was not an approach that appealed to conservative 
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Irish society. Illicit drugs and the individuals who “chose” to partake in their consumption 
were still considered predisposed to deviant, irrational and pathological behaviour. As 
opposed to the inclusive, amoral and value-neutral tenets that harm reduction is predicated 
upon (Miller 2001, Kiely & Egan 2000), Irish strategies were implemented due to drug use 
being perceived as a less deleterious threat to public health than the transmission of 
HIV/AIDS, (Butler & Mayock 2005), demonstrating the ulterior motives and ambiguity that 
underpinned the introduction of the model. Moore et al. (2003:13), in a review of Irish harm 
reduction strategies, commented on the disagreement of specialists regarding the essential 
components of harm reduction philosophy, stating “There is no agreement regarding the 
definition of harm reduction, and terms such as harm reduction, harm minimisation and risk 
minimisation are used interchangeably”. The disillusionment and confusion that surrounded 
the shift to harm reduction extending to those working in existing services which had been 
underpinned by prohibitionist or abstinence-based frameworks and were now expected to 
adopt harm reduction technologies and rationalities. Butler (2002) alludes to staff members of 
the facilities offering harm reduction services struggling with this new ideology of “enabling” 
drug users, due to their previous training and loyalty to total abstinence-based approaches. 
Many had prior expertise that was firmly embedded in abstinence-based recovery. These 
practitioners were now expected to adapt their work in an existing service to align with harm 
reduction best practice, much of which they did not advocate. In the case of Trinity Court, a 
new purpose-built facility that had replaced Jervis Street Clinic, harm reduction, in the guise 
of MMT, was imposed upon the staff of an existent drug-free service with no re-training or 
attempt to promote change in perspectives regarding service provision, (Butler 2002). 
The administrative ambiguity that underpinned needle exchange and MMT created a 
void that provoked sensationalist speculative media reports, replete with moral panic. The 
Irish Times (Quinlan, 1989:10), quoted members of the medical profession criticizing 
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government policy of spending taxpayers’ money on “perverts and addicts” as opposed to 
those who “paid their taxes for years”. A letter to the same publication by Clancey 
(1988:A11), compared needle exchange to giving armed thieves stun guns “in order to save 
lives”, demonstrating the societal ignorance vis-à-vis the objectives of harm reduction arising 
at least in part because of this ambiguous and covert nature regarding the implementation of 
the model, (Butler & Mayock 2005). The reluctance of the State to publicly acknowledge that 
harm reduction was rapidly becoming the predominant response to heroin use would create 
difficulties when promoting MMT. Needle exchange seems abhorrent when one is not 
cognizant of the previously implemented methods of harm reduction and their rationale. Lack 
of public debate or acknowledgement regarding MMT led to the practice been demonized. 
Misinformation, moral panic and assumptions supplanted accurate, empirical evidence in 
public discourse. Improper training and education buttressed a distorted interpretation of 
MMT, which was punitive, abstinence orientated and in conflict with many of the central 
tenets of the original treatment model, (Dole and Nyswander 1965, Dole and Nyswander 
1980). The misapplication of the model further inhibited recovery, rehabilitation and 
reintegration for drug users. 
 
 
This nexus of community frustration, political ambivalence and administrative inertia 
engendered a climate in which drug users had become the most marginalised subgroup in 
Ireland. In his studies of cultural pluralism in Ireland, MacGreil (1977, 1980, 1996), 
postulated that “drug addicts” were, by a significant margin, the most stigmatised populace in 
the country. In such an environment, the promotion of the tolerant, amoral, value-neutral 
attitudes central to harm reduction would undoubtedly have been an arduous task. Research 
by Butler and Woods (1992) found that the inception of harm reduction did not have any 
positive effect on the well-being of service users. On the contrary, service users lamented the 
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absence of “fresh ideas”, criticised the lack of collaboration, appeared fully aware that 
methadone was a response underpinned by fear and containment, and was only dispensed 
because “they think that if they can keep us from using, then we won’t spread the virus”, 
(Butler & Woods 1992:63/64). The decade would conclude with the opening of Merchants’ 
Quay Ireland, which would become the largest, non-government harm reduction service. 
However, it was clear most Irish drug services had neither embraced harm reduction ideology 
nor progressed beyond the orthodoxy of total abstinence dogma. Drug services had evolved 
into an amalgamation of both, as Irish drug policy struggled to emancipate itself from a 
quarter of a century of total abstinence-based approaches, (Butler 1991). This was 
particularly made manifest in the prescribing of methadone. The propensity to view 
methadone maintenance as enabling illicit drug use, as opposed to medical treatment, would 
continue to plague drug policy, and inhibit the epistemic transition to harm reduction. 
In the 1980s, Irish society responded to problematic drug use with law and policies 
that were derived from research and government reports. Drawing from Foucault’s 
knowledge/power dichotomy, the power to produce policy originated from statistics and 
reports underpinned by individualistic dogma. This knowledge was then disseminated among 
the target population through policy implementation. One could argue that the primary 
objective of this punitive orientated policy was to produce a target population that was docile, 
submissive and controllable. A progressive society must be cognizant of the fact that at any 
given time, knowledge is incomplete. It is the ability to readily alter the outlook informed by 
policy that makes a society progressive. Evidence suggests that Irish society failed to do this, 
as drug users were forced to adapt to policy, as opposed to policy being designed or adapted 
around the needs of drug users. As such, drug users, as a socially constructed outgroup, were 
expected to be grateful for any service they received. The procedures and processes that 
surrounded methadone services sometimes served to inhibit as opposed to promote recovery. 
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The myriad of terms and conditions that accompanied MMT often transformed the service 
into what Miller (2001), has termed a “surveillance medicine”. The seeds of this 
misappropriation of harm reduction, the repercussions of which are still manifest in 
contemporary practice, were arguably sown in the late 1980s, with the paradigm shift from 
the then hegemonic, total abstinence approaches. Drug users were still seen to part of a 
nefarious public health threat, rather than a population who suffered from a public health 




3.6 The Dawning of a New Era? & The Aetiology of Discursive Change: The 1990s: 
 
The 1990s followed an almost identical trajectory to that of the 1980s; a dramatic 
increase in inner-city heroin use, a second epidemic, the re-emergence of community 
vigilantism, and a continued escalation in media coverage of drug use. Methadone and harm 
reduction were still frowned upon. The spectre of HIV would inform an epistemological shift 
to biopolitics, surveillance and containment, as the drug user was now a ubiquitous threat, a 
potential carrier of a fatal disease, and therefore required strict monitoring strategies. It is 
argued that HIV was an antecedent to the panoptic, punitive MMT services that are still today 
characterised by service provision that encompasses authoritarian governmentality 
technologies. As such, the drug user had by now been constructed as a social agent unable to 
self-govern or be governed by commensurate strategies as the majority of society, (Dean 
1999). Although the threat of HIV may have abated, authoritarian governmentality’s 
rationalities would still underpin many MMT initiatives. This episteme has had lasting 
ramifications on current Irish drug policy. Various key events that occurred throughout the 
1990s would eventually lead to a significant overhaul of drug services, many of which 
illustrate how drug use would become an issue that was to be co-governed, as a classic 
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example of governmentality in policy development. The First Report of the Ministerial Task 
Force on Measures to Reduce the Demand for Drugs (1996), colloquially known as The 
Rabbitte Report, was published almost mid-way through the decade and it is arguably the 
most significant Irish drug policy paper to date. This Report advocated inviting affected 
communities to participate in responding to their own drug problems in a constructive 
manner, as opposed to the extra-judicial action of many of the resurgent vigilante groups. The 
1990s, therefore, are better understood when analysed from the perspective of pre and post- 
Rabbitte Report viewpoint, such was the impact of the Report on policy and services. 
The lenses of law, media and policy continue to explore the broader sociological 
contexts which are efficacious in understanding how drug services have developed into their 
current guise. From a genealogical analysis, the 1990s would continue the trend of the 
perennial reconstruction of the drug user and the concomitant societal response which was 








The awkwardly titled Government Strategy to Prevent Drug Misuse (1991) was the 
only policy paper published during this time of great transition in drug policy, and it would 
not be until The Rabbitte Report of 1996 that meaningful policy change occurred. 
Considering the climate of change, the 1991 Report is surprising in that it is again constructed 
around supply and demand reduction. The brief reference to harm reduction is unequivocal in 
its rationale: “Outreach is of particular importance in preventing the spread of HIV 
infection”, (1991:16). There is no mention of service user well-being, service user 
representation or any evaluation of the nascent harm reduction strategies. As opposed to 
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conventional policy publications, the 1991 Report appears to be a prognosis of drug using 
patterns, trends and statistics. There is a distinct absence of substantial, new solutions and the 
Report has a descriptive tone. The statistics regarding the rapid increase in methadone 
consumption are provided, yet unaccompanied by any nuanced discussion. The Report’s only 
progressive initiative is the decentralising of the methadone system, which was the precursor 
to localised methadone services, to accommodate methadone clients who resided away from 
any of the inner-city clinics. However, the majority were still confined to Dublin, despite 
evidence within the Report that heroin use was increasing in rural areas. 
The 1991 Report showed an increase in heroin use for the first time since the 1983 
epidemic. Drug seizures also increased, however, most worryingly, statistics from drug 
services strongly suggested that drug prevention initiatives, policies and strategies were 
failing to detract potential drug users. There was a dramatic increase in “first contact” clients 
in treatment services and the majority of these were teenagers. Disregarding the introduction, 
appendix and table of contents, The Government Strategy to Prevent Drug Misuse (1991) is 
comprised of twenty pages. Six of these pages reference prison, Garda strategies and law 
changes. This is crucial to the genealogy and analysis of the reconstruction of the drug 
service user, as it highlights that in spite of harm reduction services becoming recognised as 
best practice in response to problematic heroin use and HIV/AIDS, discourse was still firmly 
embedded in criminal justice. Despite Mugford’s (1993) thesis of drug control following a 
trajectory from carceral technologies to risk management strategies, ostensibly engendered by 
broader socio-political contexts, Irish drug policy and service regimes were axiomatically, 
still underpinned by a carceral, penal culture. With the significant increase in drug use, the 
paradigm shift to harm reduction should have been an appealing solution to sell to the public. 
However, characteristically the transition was again shrouded in ambiguity, misconception 
and confusion. The Report reinforced and reproduced the negative profile of drug users. By 
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calling for a national framework for the assessment, referral, monitoring and rehabilitation of 
drug users and asserting the impossibility of separating drug use and HIV, the Report 
buttressed, reinforced and sustained the pejorative gaze in which drug users were now held. 
The epistemological transition from carceral to self-management was not translating into 
tangible methadone prescribing practices due to the spectre of HIV, which instead prioritised 
control and containment. Harm reduction buttressed by fear and containment is 
counterproductive and violates the central tenets of the approach, producing a one-sided 
model, disregarding amorality, neutrality and the liberation of the service user and 
emphasising abstinence, (Newman 1976, Miller 2001). Between the years 1992 and 1994, the 
numbers presenting for drug treatment doubled. Those who presented with heroin problems 
had increased from 45% to 75% in the same period, (O’ Higgins 1996). The standard 
demographic or profile of the problematic drug user was consistent with the earlier research; 
illicit drug users were usually male, residing with parents, from deprived communities and 
unemployed. In fact, it would appear that the sole divergence from the dominant profile of 
the drug user was the age, (Department of Health 1991). Drug users were now presenting at a 
younger age. The fact that the only variable to change was age (i.e. younger) suggests that 
drug policy to date had had no positive outcome on disrupting drug use and patterns. Drug 
users were now routinely using heroin quicker, as opposed to using gateway drugs on the 
standard trajectory to problematic drug use. Despite HIV and AIDS, there was still a 
dominant needle culture among Dublin’s heroin-using community. The moral panic of HIV 
and AIDS did little to abate intravenous heroin use, as it not only returned to previous 
epidemical proportions, it surpassed them. Entire communities were now being demonised in 
government reports, with Ballymun, Ballyfermot and Dublin’s inner-city being explicitly 
cited, (Department of Health 1991). 
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3.8 The Second Epidemic and the Advent of Authoritarian Governmentality 
 
The second epidemic would reinforce prohibitionist discourse, signal the return of 
vigilantism and embody the still tangible shortcomings of the State in respect to maintaining 
a competent methadone apparatus. Although there was widespread condemnation of heroin 
use and fear of disease, nuisance and drug-related crime, the decentralising of the methadone 
system, first mooted in the 1991 Report, would again be explored by the Protocol for the 
Prescribing of Methadone (1993). Recognised as the precursor of the current Methadone 
Protocol (1998), the document was compiled by the National AIDS Strategy Committee and 
not the specialised drugs department responsible for the 1991 Government Strategy to 
Prevent Drug Misuse, a tacit indicator of the priority of containing HIV, as opposed to 
assisting drug users to live more productive lives. The Protocol was, in essence, a manual for 
GPs, containing many recommendations and conditions for prescribing methadone. It was 
also an indicator of the perception of harm reduction, the vision for MMT and the 
presuppositions and assumptions of the character of the individuals who would avail of these 
services. Although the 1993 Protocol had many shortcomings which have been roundly 
criticised (Butler 1991, Butler 2002), it must be acknowledged that it did introduce the notion 
of making methadone maintenance accessible to problematic drug users from beyond inner- 
city Dublin. However, as an early protocol paper, it is also indicative of underdeveloped, 
misunderstood harm reduction philosophy. There are several references to the danger of 
“double scripting” and the leakage of methadone onto the black market. It appears that even a 
supposed “Expert Committee” poorly understood the ethos of MMT. A black market does not 
exist in a social vacuum; rather it is enabled and facilitated by an MMT modality replete with 
regulation, obligation and mandatory practices which inhibit the everyday life and agency of 
the service user. The question as to why an individual would be willing to pay for a 
medication that is available free of charge is conspicuous by its absence. The solution 
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proposed by the Protocol, and one that is still used today, was the use of identity cards, 
indicating that MMT would continue be underpinned by authoritarian governmentality 
strategies that perpetuated surveillance, statistics and monitoring. There was an explicit 
avoidance of the use of the term “register”, as it was considered “unnecessary and 
unwelcome”, (1993:8). However, the attempted semantic sidestepping failed to alleviate the 
negative connotations. As the early to mid-1990s heralded what has been recognised as 
Ireland’s second opiate epidemic, the tone and directives of the Report were explicitly clear; 
drug users were to be monitored, they were a public health hazard due to HIV, and were to be 
disciplined and “treated” using the criminal justice system. 
Heroin and methadone users were eliciting a nexus of biopolitical, disciplinary and 
sovereign power regimes that involved aggressive, invasive interventions into the policing of 
their conduct. This governance would be ubiquitous, emanating from policy and the re- 
emergence of the vigilante movement, as drug use again evoked social reaction. 
Sensationalist journalism claiming that up to 75% of crime was drug-related did little to 
alleviate these harsh conditionality regimes buttressed by angry Irish communities, many who 
recalled the first epidemic a decade before. Furthermore, drug users maintained their status as 
public adversaries (O'Gorman 1998), and due to the initial vigilante movement being credited 
as playing a significant role in the stabilisation of the first epidemic, logic suggested that 
similar strategies could again be employed. By constructing drug use and crime as being co- 
related, the social construction of the drug user as a criminal deviant had long been the norm. 
The visibility of Ireland’s second epidemic added to the spectre of HIV/AIDS and the 
controversy of “state-sponsored” drug provision and enablement (methadone maintenance 
and needle exchange), only served to exacerbate these dispositions, (Carlin 2005). The 
deviant, aberrant heroin user was now availing of a perennial supply of narcotics, at the 
behest of the government and paid for out of the public purse. The question as to who the 
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“pitied” population in need of sympathy due to illicit drug use was now up for debate. Those 
whom benefited from State assistance or those whose tax-money facilitated these initiatives? 
In 1995, statistics postulated that opiate abusers presenting for treatment had 
continued the early decade trend of almost doubling every year, (Smyth, O'Brien and Barry 
2000). While the numbers presenting for treatment are always difficult to interpret and must 
be treated with caution, it was quickly established that drug use, primarily heroin use, had 
again reached epidemical proportions. Drug-related deaths, new cases of HIV, syringe 
robberies and prosecutions due to drugs had all increased exponentially, (O'Mahony 2008). 
As with the initial epidemic of the 1980s, the second epidemic would again be met with 
administrative inertia and incompetence from the perspective of those who resided in many 
of the affected areas. The work of Butler (2002) and Lyder (2005) provides a narrative that 
chronicles many of the affected community’s perspectives vis-à-vis heroin users and the 
administrative response. Butler’s public health, policy-centred work states that in response to 
local protest, the government did attempt to implement a local response. However, when 
attempting to set up community centred responses, the Eastern Health Board (EHB), the 
statutory health authority for Dublin at this time, was met with antagonism and communal 
ambivalence, or what Butler terms “NIMBYism”, (2002:195). Lyder’s (2005) journalistic, 
autobiographical account of South Inner-City activism, underpinned by informal policing and 
accusations of violence and Republicanism is arguably anti-drug user, and rarely analyses 
drug use as a social justice issue. Instead, the non-drug using community are considered the 
real victims of the epidemic. The truth, as so often is the case, most likely lies in a 
combination of both accounts. An analysis of Lyder’s commentary on his role within these 
groups, suggests that the thin line between a victim of drug use and a victimiser of drug users 
was one that was often difficult to define. Therefore, it is reasonable to assume that vigilante 
groups often targeted drug users, (Lyder 2005:133). O’ Gorman (1998:3) notes that following 
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some initial success, many of Dublin’s vigilante movements again fell into disrepute due to 
intimidation, shootings and media suggested links to Republican groups. 
However, the activities of these groups and the extensive media coverage that they 
generated did have an impact on policy, during a short period that is generally agreed to be 
crucial in the development of Irish drug policy and the construction of problematic drug 
users. The cost of this for the drug user must be considered, as many were beaten, exiled from 
their communities and evicted from their homes, as the term “convicted by your peers” took 




3.9 A Year of Transition; 1996 and The Rabbitte Report 
 
There have been eighteen years during which the heroin epidemic was ignored by official 
Ireland. In this time, intravenous use of heroin has been allowed to spread throughout the 
most deprived areas of Dublin with devastating effects on the health and lifestyle of 
generations of young people. In this time, a criminal drugs culture, promoting drug use and 
parasitic on it, has become entrenched and has spawned not just the greatest plague of 
property crime that this country has ever known but also a metamorphosis in the nature of 
crime… 
(O’ Mahony 1997:328) 
 
In 1996, The Eastern Health Board (EHB), which pre-dated the current Health Service 
Executive (HSE) as providers of contemporary Irish public health, sought to have their 
quality of MMT service provision externally evaluated. Compiled by Farrell & Buning 
(1996), the review reaffirmed the therapeutic value of MMT and confirmed that the Board’s 
practices and services were consistent with international best practice. This possibly 
engendered a general deposition of validation among key stakeholders within the Irish 
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methadone system. However, it was a coalition of regular media covered vigilante protests 
and activities, a dramatic increase in serious crime, the continued rise of recorded illicit drug 
use and the murder of the popular journalist, Veronica Guerin, (Barry 2002; Butler 1997, 
Connolly & Percy 2016), that would engender a paradigm shift in administrative rationalities 
and technologies, policy and service provision. The Rabbitte Report arguably produced the 
most influential and efficacious policy transition on drugs in almost half a century initiating, 
(although not fully implementing) a trajectory from the carceral to self-management 
technologies vis-à-vis the promotion of MMT and the valorisation of harm reduction. The 
Report contained within its Preface and Executive Summary, the first acknowledgement by 
an Irish Government that State negligence, administrative inertia and social injustice had 
been complicit in the development of problematic drug use in affected communities, 
(Department of Health 1996:5). As opposed to the individualistic, deviant predisposition 
rhetoric that had informed earlier Irish drug policy, the Government was now proposing to 
invest in communities in order to reduce drug use. The Report included recommendations to 
establish local treatment facilities and consult with communities in the delivery of services in 
areas with a high concentration of illicit drug use. To achieve this, Local Drug Task Forces 
(LDTF) were to be formed in selectively targeted communities, with each being assessed by 
the National Drug Strategy Team (NDST). The establishment of LDTFs was similar to the 
notion of the Community Priority Area, a notion rejected by the State, in favour of a harsh 
penal response in the advent of the Bradshaw Report, (1983). In the intervening years, 
Ireland had experienced a period of sustained economic growth and was due to assume the 
Presidency of the European Union. This international gaze combined with an increased 
government purse enabled the Government to fund LDTFs and deliver services in affected 
communities. Following twenty years of perceived ignorance, inertia and incompetence, the 
107  
publication of The Rabbitte Report, was relatively speaking, a government response that 
addressed the needs of both sides of affected communities, drug-using and non-drug using. 
3.10 Local Drug Task Forces: Service User Partnership or Pacifying Communities? 
 
Given its acknowledgement of the State’s shortcoming and a commitment to invest in 
employment, housing and social exclusion, the Rabbitte Report appears to be a vital 
precursor to rights orientated drug treatment. It appears to remove the emphasis from drug 
users and partially acknowledge that drug use was not simply a maladaptive, deviant, prior 
disposition. Upon closer analysis, however, it becomes clear that without drug user input, 
LDTFs were not advocating the bottom-up approach to the community governance of drug 
use that they purported to be, (Butler 2002, 2007). Instead, they facilitated a forum in which 
the community and government Task Forces could form a partnership to monitor and manage 
problematic drug users. LDTFs also channelled community frustration and anger away from 
vigilantism. Instead, they provided an avenue for disenchanted community members to 
become involved in combating drug abuse through service provision. The fact that those who 
would become involved in LDTFs were already marginalising drug users through vigilantism 
created obvious barriers for drug users who were expected to avail of the services offered by 
the Task Forces. It has been argued that initially, LDTFs were not service user orientated, 
(Bennett 2007). Instead, the community was to become almost a branch of the State apparatus 
in managing and surveying communities overwhelmed by chronic drug use, in an almost 
model exemplar of panoptic, biopolitical rationalities and authoritarian governmentality in 
action. However, the public health, partnership approach of the Rabbitte Report was, 
relatively speaking, a positive step regarding the involvement of drug users in their own 
treatment, rehabilitation and recovery. Epistemically speaking, this would have entailed a 
change in the trajectory of viewing service users as a deviant, decadent population. Instead, 
as public health patients, drug service users were now to be treated as partners in their own 
108  
recovery and care, commensurate with the practices of other public health services, (Peterson 
& Lupton 1995, Miller 2001). This paradigm shift would prove difficult to implement, and 
arguably has given rise to the human right violations that are argued to be still often latent 
within contemporary services. The initiation of service user involvement, constituting an 
important aspect of rights-based drug treatment, was intimated by the handbook that was 
distributed to aid with the implementation and establishment of Task Forces. 
There is also scope for drug users to make a valuable contribution through, for example, the 
use of drug user fora, which can act as a mechanism for consultation between Task Forces 
and local drug users. (National Drug Strategy Team, 1997:16). 
The time for this scope, this valuable contribution, or this mechanism for consultation, 
however, failed to translate into tangible change for service users. Although the Rabbitte 
Report’s public health approach was a welcome change for Irish drug policy, it must be 
evaluated in the wider context of the Justice/Health dichotomy. It is here that the State’s 
complete drug policy can be properly analysed and interpreted, as can the objectification and 
construction of the drug service user as a social agent. Whereas the Rabbitte Report was a 
government publication that finally acknowledged the folly of individualism and choice 
regarding drug use, The Criminal Justice (Drug Trafficking) Act of the same year introduced 
a myriad of draconian laws in response to escalating drug-related crime and drug use, (O’ 
Mahony 2008; Connolly & Percy 2016; Butler 1997). Suspected drug dealers could now be 
held, without charge, for up to seven days, with restrictions also introduced on the “right to 
silence”. Strict new bail laws were also introduced, while The Housing Act 1996, now 
enabled those who were considered to be behaving anti-socially to be evicted from their 
homes, (O’ Higgins 1998). Differentiating between drug users and drug dealers had caused 
problems in both the courts and in the practices of the vigilante movements, with drug users 
often being targeted despite not being involved in the drug trade, therefore it is reasonable to 
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assume that many drug users may have lost social housing due to their drug use, (O’ Mahony 
2008, Lyder 2005). By employing strict new laws and conditionality based social 
programmes, the remit of LDTFs to assist drug users seems tokenistic at best, a response to 
pacify frustrated, disenfranchised communities, while the State was still employing the 
apparatus of the Justice system to rid society of drug use and drug users. This is further 
validated by the absence of a focus on individual harm reduction in the Rabbitte Report. In 
fact, the Report is consistent with a strategy that would reduce harm in society from drug 




3.11 The Introduction of the Methadone Protocol 1998 
 
By de-centralising service provision and employing both GPs and LDTFs in the 
implementation and application of MMT, methadone was now a viable mode of treatment for 
the majority of service users. The Report of the Methadone Treatment Review Group (1998), 
published prior to the implementation of the 1998 Methadone Protocol, was, in essence, an 
update on the 1993 Expert Committee publication. The Report (1998) demonstrated that there 
was still a preoccupation with the perceived inherent risks of methadone provision, 
predominantly black-market leakage and “double scripting”. The Methadone Protocol 
epitomizes the rhetoric of Irish drug policy, in that it illustrates how public appeasement, 
urinalysis and informal social control routinely dominate harm reduction strategies. Those 
who avail of these services are considered passive recipients, with little if any input into their 
own treatment. As such, the epistemic trajectory to risk management (Mugford 1993) was 
impeded by MMT services underpinned by a penal, punitive culture of control, synonymous 
with the carceral response of State MMT mechanisms of the time.. 
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As the Rabbitte Report had promoted MMT as the normative response to problematic 
heroin use and implied an increase in the availability of the model, the 1998 Protocol was an 
attempt to reinforce regulation and standardise superior methadone prescribing practices. 
Viewed from a service-user perspective, it is tempting to see this as wholly positive. 
However, a comparative analysis of the Protocol and 1993 Expert Committee 
recommendations demonstrate that MMT was becoming a stand-alone response to opiate 
addiction. The former publication postulated that methadone was to be considered “an 
adjunct to treatment and not treatment per se”, (1993:18). The rationale underpinning the 
latter publication was methadone as “a valid form of treatment for opiate dependence”, 
(1998:9). The first Expert Committee was largely pre-occupied with the monitoring and 
disciplining of service users. The absence of any form of holistic care or ancillary facilities in 
the 1998 Protocol reinforced the sub-standard quality of care, in favour of panoptic, 
controlling rationalities that were rapidly becoming synonymous with MMT, (Harris & 
McElrath, 2012, Lawless & Cox 2003, UISCE 2003). From a service user perspective, 
attempting to negotiate poor service provision could be challenging, and attempting to do so 
would reinforce the pejorative public gaze of the MMT client. An article in The Irish Times 
(Holland 1999:A13) provides an example of the MMT client narrative and indicates the sub- 
standard implementation and lack of ancillary services within MMT mechanisms. Holland’s 
article included the testimony of a father of six plagued by drug use and availing of an inner- 
city squat due to the closure of his hostel. The journalist’s grim analysis and lucid description 
of illegal sleeping quarters littered with drug paraphernalia is consistent with the hegemonic 
discourse of the era. Her description of the inner-city squat, home to twenty drug users, 
coupled with tales of death and overdose, is indicative of the pejorative objectification of 
drug users still prevailing in much of Irish society. She concluded that the crowded squat was 
the result of court orders and vigilantism. Drug users now constituted a dehumanised 
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population now inhabiting the extreme margins of Irish society. MMT places had increased 
and the moral panic was abated, primarily as a result of the Protocol, yet the treatment of 
MMT clients by services was confined, concealed and rarely compliant with international 
evidence or best practice. Farrell & Buning’s (1996) positive evaluation of Irish MMT 
protocol had by now been made manifest as an inaccurate report at best and an incompetent 
one at worst. What was not in doubt was that Irish MMT services were rarely based in the 
international evidence and were arguably the antithesis of Dole & Nyswander’s original 
conceptual framework, (Dole & Nyswander 1965, 1980, Newman 1976). Concomitant with 
the societal objectification, MMT services rarely invited service user input. Moreover, MMT 
was beginning to employ dividing practices, fulfilling the containment, monitoring and 
control of earlier MMT practices. The strategies may have differed, yet the predominant 
rationalities remained constant. 
3.12 Latent Opprobrium: The Hidden Mistreatment of MMT Clients and UISCE: 
 
Many service users documented strict behavioural contracts that were to be signed in 
order to avail of methadone dispensation by local pharmacies2, (Lawless & Cox 2003; UISCE 
2003). Methadone clients were forbidden from speaking with staff, could not enter the 
premises of services pertinent to MMT with other clients and were restricted from using the 
pharmacies for any other purpose. Some pharmacies also reserved the right to refuse to 
dispense methadone at their discretion, (Lawless & Cox 2003, UISCE 2003). Similar 
“contracts” were deemed necessary by GPs, in what could only be described as a highly 
asymmetrical power imbalance between the MMT client and stakeholders, (ibid). Frustration 
due to sanctions, medication changes, perceived injustice and privacy were impeding 
treatment and, in some cases, exacerbating illicit drug use. Research informed by qualitative 
research (Ibid.), made manifest the institutional and societal stigma and demonization that 
2 Appendix. 3. 
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was rapidly becoming synonymous with MMT. Long-term methadone patients alluded to 
negative presuppositions from all stakeholders within the provision of MMT, which were 
perceived to magnify an already negative sense of self. Many service users claimed to have 
little, if any input into their own treatment and as passive recipients of public health care, felt 
powerless and debilitated, (ibid. UISCE 2003, Bennett 2006). The work of Lawless and Cox 
is key to understanding the human rights violations that I will argue are latent within MMT 
discursive practices. Their research was among the first that alluded to MMT as a 
dehumanising process. In particular, they discussed urinalysis as an unnecessary practice that 
evoked stigma and marginalisation, (Lawless & Cox 2003). It was against this backdrop of 
societal ignorance and poor service delivery underpinned by discipline and sanction3, that 
service users would be granted an inaugural platform to be heard regarding their own 
treatment. 
UISCE, The Union for Improved Services, Communication and Education, was 
formed in 1998 under the aegis of the North Inner-City Drug Task Force, (NICDTF). The 
remit of UISCE was “to convene and facilitate group discussion among drug users….(due to) 
their unique proximity to the voice of drug users”, (O’Reilly, Reaper & Redmond 2005:2) 
and to employ the service user narrative to inform drug policy in the realisation of “effective 
treatment responses”, (UISCE 2003:4). Comprising of service users, former service users and 
professionals involved in the provision of services, the group’s formation marked a genuine 
“bottom-up” response and an avenue for service user partnership. This philosophy of 
recognising that service users could play an integral role in policy development was not 
employed by the majority of LDTFs. Indeed, the NICDTF was the sole Task Force to 
implement and fund a service user forum. The Task Force also invited a service user 
representative to “bring the concerns and issues of service users to the table” in policy 
 
3 Appendix. 4&5. 
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making and assessment, (ibid.). From this unique service user perspective, one of UISCE’s 
first undertakings was to evaluate the performance of the array of stakeholders involved in 
the implementation of the 1998 Protocol. Anecdotal evidence suggested that many service 
users were unhappy with the introduction of Methadone DTF, which had replaced 
Physeptone as the primary substitute medication dispensed by the majority of MMT services, 
(Lawless & Cox 2003, Butler 2002, 2002a). Service users posited that due to a lack of 
potency of the new medication, alcohol and other drugs were often consumed to avoid or 
alleviate withdrawal symptoms. In attempting to ascertain the merits of these claims, 
UISCE’s assessment highlighted a plethora of difficulties for clients navigating MMT 
services, (UISCE 2003). From a nexus of quantitative and qualitative data, informed by 
surveys and case studies, regular focus groups and publishing a weekly publication as an 
outreach tool, the discontent that existed among service users was beginning to emerge. 
Many service users took this first opportunity to be heard as a valid platform to air 
their many grievances, (Butler 2002). UISCE would remain the sole platform for the service 
user narrative to be employed in policy implementation, However, many still regarded the 
role of service user representation in policy development to be tokenistic, (King 2011, Van 
Hout and McElrath 2012). With services users now expected to be passive recipients of 
MMT care (Bryan et al 2000, Carlin 2005), in what could be termed the latest construct of the 
MMT client, partnership, a translation of the ideal epistemic trajectory, would prove 
inexorably difficult to implement. With criminality still co-related to drug use, prevailing 
tensions in the harm reduction/law dichotomy were advancing a regime underpinned by 
biopolitics, discipline and sovereign power, inhibiting the forming of partnerships with 
subjects who were considered to be need of aggressive interventions to police their conduct, 
(Connolly & Percy 2016). 
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3.13 National Drug Strategies and The Tokenistic Service User Voice: 
 
A rights based MMT partnership approach requires that service users enjoy 
autonomy, agency, choice and a level of social re-integration alongside medical care. 
However, for this to occur service user representation should buttress the development and 
implementation of policy and services. Following the Rabbitte Report, the State would 
publish three, perennial National Drug Strategies (NDS), at approximately eight-year 
intervals, (Department of Tourism, Sport and Recreation 2001; Department of Community, 
Rural and Gaeltacht Affairs 2009, 2017). All three strategies were essentially manifestos or 
programmes of procedures pertaining to each era that detail recommendations, actions and 
key performance indicators across four (and later five) pillars of supply, demand reduction, 
prevention, rehabilitation and research. The Strategies are unequivocal in advocating for the 
service user to be a collaborative voice in the development of drug policy and in future 
service provision. However, statistics from 2006 suggested that only five of the fourteen 
LDTFs had service user fora, with just one Task Force employing drug user representation, 
(Bennett 2006). UISCE articulated their discontent in this state of affairs: 
We believe there is a very obvious need for drug users to be represented at Local Drug Task 
Forces, and at every forum that policies affecting drug users are decided. The Task Force 
model is a good one…it is unfortunate that since being established, the concerns and issues of 
drug users are directly represented on so few Task Forces. It is hard to imagine any other area 
of policy development where those most affected are not represented, (Bennett 2006:23). 
The National Drug Strategy 2008-2016 (Department of Community, Rural and Gaeltacht 
Affairs 2008) re-emphasised the validity in granting a role for service users in policy 
development, however a 2014 Strategy Update contained the ambiguous statement: “The 
majority of Task Forces have established service user fora to some degree” (Italics mine), 
(Department of Health 2014:29). The Update cited the formation of a Service User 
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Representative Forum (SURF), which was to act as a conduit for the service user perspective 
on the board of policy implementation teams. These relatively positive developments did not 
translate into a tangible service user voice to inform policy development, instead their 
formation almost was universally delineated as a token gesture, (O'Reilly et al. 2011, King, 
2011, Van Hout and Bingham 2011, Van Hout and McElrath 2012). King posited that while 
service user involvement had “become a common feature in public policy and more 
specifically public health policy in recent decades”, (2011:276), MMT services had yet to 
incorporate a partnership approach, (Bryant et al., 2007). Many services were still predicated 
upon asymmetrical power relationships, a lack of choice and autonomy for the client and 
precluded an independent, robust avenue for complaint, (O'Reilly et al. 2011). Furthermore, 
these practices now informed the normative mode of MMT provision, with clients accepting 
these modalities as standard service provision, (O’ Reilly et al. 2011, Van Hout & McElrath 
2012). An exploratory study of the lived experience of MMT clients in Dublin highlighted a 
need for treatment “grounded in client centred care planning”, (Van Hout & Bingham 
2011:3). Service users also documented discrimination and prejudice from both the public 
and within services themselves. Although some of the services that participated in research 
studies had facilitated service user involvement by way of a client forum, the participants had 
all been stabilised on methadone and had been selected by the services involved, (Van Hout 
& Bingham 2011). This mode of quasi participation captured the tokenistic service user 
participation that was employed by some services. Van Hout and McElrath (2012) posit that 
the stated aim of public health to empower the service user was not compatible with the 
disciplinary power that enabled services to contain and control MMT clients, epitomizing 
how services had opted to continue to practice the monitoring and containment strategies that 
had buttressed service provision since the inception of harm reduction. The service user was 
now constructed as a passive recipient of public health care, with little input into their own 
111 
 
treatment, a controlled subject, dependent on MMT. Service users had evolved into docile 
subjects informed by the nexus of interventionist, invasive MMT services and a muted 
service user voice, (Hacking 2004). 
3.14 International Condemnation: The Farrell and Priyadarshi Reports: 
 
In 2010 the Health Service Executive (HSE) commissioned an external review of 
 
Irish MMT provision, (Farrell & Barry 2010). Colloquially known as The Farrell Report, The 
Opiate Methadone Review stated that the original remit of the 1998 Methadone Protocol had 
been sufficiently realised. However, considering a decade had passed since its 
implementation, the authors postulated that in its current guise, Irish MMT was not consistent 
with the international evidence base and best practice. The Report was critical of the 
centrality and frequency of urinalysis and testing, highlighting that urinalysis had become 
“too entrenched” in MMT and had the potential to create a service that was not facilitating 
the needs of service users, (2010:29). The cost-effectiveness of urinalysis and the absence of 
service user input, choice and client care plans were also critiqued. The Report concluded by 
stating that in making services “user-friendly”, MMT would become a more attractive option 
for treatment. The Farrell Report was an early government publication that amplified the 
service user narrative, challenged the penal culture and interdiction inherent in treatment 
provision while validated service user partnership in MMT. The following year, an external 
audit of the role of GPs in MMT was published by The Irish College of General Practitioners 
(ICGP), (Priyadarshi, Madden & Rimmer 2012). Priyadarshi’s recommendations included an 
immediate implementation of the findings of The Farrell Report. Priyadarshi, a reputable, 
international expert in MMT protocol and practice, was scathing in his criticism of the 
practices employed by GPs participating in MMT provision: 
The criteria are seen as inappropriate-not currently evidence-based, not conforming to 
practice in other countries, with practice in other areas, inflexible and in some cases may be 
restrictive to recovery and person-centred care. They are based on 2008 Guidelines and but 
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not consistent with the current evidence base. These findings relate most to weekly 





Furthermore, this international review advocating service user participation, client centred 
treatment, privacy, care plans, choice of treatment and a review of testing modalities 
validated the claims of inequality, opprobrium and human rights violations latent within Irish 
MMT mechanisms, (Lawless & Cox 2003, UISCE 2003, Bennett 2006). Both external 
confirmed emerging evidence of poor treatment practices, institutional opprobrium and the 
aetiology of rights violations in Irish services, (O'Reilly et al. 2011, Pilling, Hardy and PIRC 
2013, Van Hout and Bingham 2011, Van Hout and McElrath 2012). Priyadarchi concluded 
by stating that the recommendations of the Farrell Report were being implemented, a 
comment that appeared to be predicated upon the fact that the Irish MMT system was 
ostensibly in the process of change, although it was yet to materialise into tangible 
progression. Returning to the Farrell Report, the recommendations, which made manifest an 
MMT modality in disarray, suggested new guidelines should be implemented by September 
2011. However, these guidelines only appeared (with no fanfare) in late December 
(Christmas Eve) 2016, available only on the HSE website. These Guidelines have been 
briefly alluded to having been roundly criticised by the GPSSA (General Practitioners 
Specialising in Substance Abuse). The principal concerns of the practitioners were the lack of 
peer-review, rights violations and the lack of evidence-based practice. The Guidelines again 
reflected the objectification of the service user. Unlike the British Guidelines, there was no 
service user participation in their compilation and the prioritising of testing was again 
amplified, with doctors encouraged to predicate “takeaway” medication on urinalysis, (2016). 
The Guidelines reinforce an argument that Irish MMT policy would continue to ignore 
international evidence, as the recommendations of both evaluations were overlooked and 
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discounted. Calls continued for an MMT service that would ensure “an individual person- 
centred journey, enabling people to gain a sense of control over their own problems, the 
services they receive, and their lives and providing opportunities to participate in wider 
society”, (Pilling, Hardy & PIRC 2013:6). 
The legal status of drug use was and is, a primary caveat in preventing MMT clients 
from being partners in their own recovery. Instead, MMT remained trapped within the 
carceral rationalities and technologies that inform authoritarian governmentality, (Dean 1999, 
Mugford 1993). As a biopolitical technology, MMT was now disallowing “life to the point of 
death” (Foucault 1986:136), by “working to incite, reinforce, control, monitor, optimize and 
organise”, (Harris & McElrath 2012). 
3.15 Service Users Rights in Action: Empowering the Disempowered: 
 
Both evaluations were expected to initiate progressive change within MMT. In 2012, 
primarily due to the non-implementation of the recommendations of The Farrell Report, 
(2010), The Service Users Rights in Action (SURIA) was formed. The primary objective of 
this previously discussed grass-roots group was to unite and amplify the voice of service 
users and facilitate an avenue to engage with key stakeholders, voice concerns, publish, and 
most importantly be heard. SURIA was established with the assistance of the Community 
Action Network (CAN), a non-governmental organisation with a rich history in assisting 
residents of Dublin’s inner-city who were seen as victims of human rights based social 
injustice. Their work played a key role in framing the perceived shortcomings of the MMT 
system within a rights-based paradigm, as poor service provision was placed beneath an 
emergent human rights lens. As such, MMT services would now be examined under the 
auspices of human rights law, commensurate with other public health services. CAN 
promoted a rights orientated campaign regarding MMT by advancing an avenue through 
114 
 
which service users could act as activists and researchers, and also acquired the support of 
The Irish Human Rights and Equality Commission (IHREC). SURIA conducted qualitative 
and quantitative research that inferred that few, if any of the recommendations of both 
evaluations had any impact on service delivery. SURIA’s work and research, which was 
predominantly peer-led and street-based, postulated that the majority of MMT clients were 
not satisfied with the quality of their treatment, few had care plans, supervised urinalysis was 
still prominent in services and a robust avenue for complaint was rarely accessible, (CAN and 
SURIA 2018). 
A service user-led response, informed by up to date, in-depth, qualitative data vis-a- 
vis the contemporary service user narrative was now available to engage with policymakers 
and key stakeholders in MMT discourse, would alter the genealogy of power and archaeology 
of knowledge dichotomy that has historically informed Irish drug policy. This powerful 
paradigm shift has the potential to situate service users as authors of their recovery, as 
opposed to authors of their own maladies. SURIA conduct their own research, hold dialogue 
events with key stakeholders in the MMT system and their human rights-based campaign has 
received Presidential approval from Michael D. Higgins. Their street-based research 
combines with personal narratives of negotiating MMT initiatives, facilitating a valid 






From a genealogical perspective, this History of the Present expounds how “concepts 
retain traces of their past and sometimes illuminate perplexing features of the present”, 
(Seddon 2011:4/5). Contemporary Irish MMT practice has not developed in a vacuum’ 
Instead it is the outcome of a nexus of political, social and historical contexts and processes. 
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Concomitantly, the perennial re-construction and objectification of the MMT client 
intertwined with that of the heroin user have informed a societal narrative which is permeated 
by rationalities of this subject as being burdensome (Seddon 2011) and irrational (Keane 
2003). This societal contempt is a precursor to the punitive, invasive MMT initiatives that can 
be difficult to negotiate for service users, the corollary being unsuitable services and therefore 
unfavourable outcomes. Both mutually reinforce the other and a dialectic process emerges 
informing a troika of issues; poor services, a lack of positive outcomes and a perplexed social 
body and service user populace. This epistemic, genealogical inquiry suggests that although 
the contexts may be perpetually in-flux, this dialectic process has been constant. 
Garland (1997) has stipulated that a genealogy must be underpinned by a question 
posed in the present, in this case why are Irish MMT services predicated upon control and 
underpinned by a penal culture? Drawing from different lenses of power, I have analysed the 
perpetual struggle of Irish MMT as an acceptable form of recovery since 1969, incorporating 
the advent of HIV/AIDS and the prevention of the service user being involved in policy 
development. This governmental method of analysis articulates why MMT clients often 
remain “trapped in high risk, specialist, clinical settings”, (Moran et al. 2018:1). McKee 
(2009) stipulates that governmentality is historically contingent. Moreover, as political 
technologies evolve, concomitant rationalities that underpin service provision must also 
evolve. Neoliberal governance of service users and drug users is characteristically 
instrumental and clinical, dehumanising both populations by promulgating individual 
responsibility and the withdrawal of welfare and State intervention, (Seddon 2011a:156). As 
such, MMT clients are perceived from an economic worldview with little to offer and much 
to take from society. This objectification process engenders dehumanised, vilified subjects 
from whom it is almost permissible to deny human rights. 
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By excavating the ascent and descent of power and knowledge systems within MMT 
discourse, this genealogy has situated the client in the present by examining the struggles of 
the past. Through the vehicle of governmentality, an examination of media reports, law 
transition and policy development has made manifest how State and non-State actors become 
vectors of anatomised power to objectify and govern interventionist strategies buttressed by 
the particular ends of service providers, government and society. As such, the client rarely 
exercises input into their own recovery, treatment or rehabilitation as authoritarian 
governmentality polices the conduct of a population that has traditionally been perceived as 
difficult to govern. To date, MMT clients remain rooted within the carceral response and its 
concomitant strategies to reduce drug use by controlling the drug user. Indeed, services 
remain replete with dividing practices and a culture of control. Moreover, a partnership 
approach has been precluded by the legal status of drug use and the pervasive view that crime 
is a ubiquitous consequence of their use. These are some of the caveats that can impede a 
rights-based approach to MMT, a model that amplifies agency, autonomy, dignity and 
respect. As a History of the Present commences with a question, it ends with another; can 









The research question is a sociological inquiry into the human rights violations that are 
experienced by those who engage with Irish Methadone Maintenance Treatment (MMT). 
Therefore, the principal research question that underpins this research asks are MMT patients 
in Ireland treated in accordance with the highest attainable standard of health, evidence-based 
practice and the international evidence base? This is particularly pertinent when one 
considers drug use and policy are now firmly embedded and framed within public health and 
ostensible health led responses, (Department of Health 2017). The Right to Health is 
enshrined in many human rights instruments ratified by our State and this research aims to 
question and seek accountability from duty bearers (State Agents and Actors) regarding the 
treatment of the most stigmatised, ostracised populace in the country, (MacGreil 1996). The 
research is both descriptive, as it asks a “what” question and primarily inductive, in that it 
seeks to elucidate how the collected data can generate more effective theoretical practice, 
(Bryman 2012:18, Gerring 2012:107). Descriptive research in the social sciences often elicits 
a certain “nonchalance” within academia, with causative research perceived as intellectually 
superior (Bryan 2012, Gerring 2012). However, descriptive research can also be a powerful 
and necessary precursor to social change. Causative arguments are often confined within the 
thin boundaries of their variables and their particular ends, whereas descriptive research 
usually explores the entirety of the social subject, including causation and outcomes. The 
researcher must evaluate the advantage of understanding what the causative. Whereas, this 
can undoubtfully help understand the aetiology of social problems, descriptive research is 
argued to facilitate more innovative techniques that produce richer, in-depth analysis. The 
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research commenced in 2015, as I was invited as an independent researcher to collaborate 
with and participate in the work of the Service Users Rights in Action (SURIA), a previously 
discussed service user group. As a researcher, this enabled an opportunity to observe and 
engage with their work in an example of Participatory Action Research (PAR). This 
facilitated my acceptance into a traditionally closed group, enabling me to forge a connection 
with service users, providers and community activists. In doing so, the prospect of Narrative 
Analysis (NA) now became feasible and possible. this has allowed me to predicate the 
research upon data that very few can gain access to. 
4.2 Unpacking the Research Question and Philosophical Perspectives 
 
Implicit in the principal research title are several sub-questions: 
 
• What are the perspectives of clients who use contemporary Irish MMT services? 
 
• What is the “master narrative” or the normative experience of MMT technologies? 
 
• Are current Irish MMT services compliant with human rights? 
 
• How does MMT inhibit/enhance service user’s lives? 
 
• Do MMT clients have a voice within addiction/recovery discourse? 
 
• How can these narratives elicit and sustain change? 
 
Within the broader social context, the research can be situated within wider debates 
regarding human rights, political contexts and addiction/recovery discourse: 
• Are certain marginalised populations excluded from human rights discourse? 
 
• Is neoliberalism a political rationality that is inimical to human rights? 
 
• Is abstinence the only acceptable outcome of most recovery initiatives in Ireland? 
 
• Is harm reduction in Ireland evidence-based? Is it practised in alignment with the 
international evidence base? 
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• Must abstinence from all drugs, including methadone precede social re-integration? 
 
• How does Irish society view MMT clients and MMT as a recovery model? 
 
Following the epistemic tracing of the social construction of heroin users and MMT 
clients in the earlier chapters, the research continues on a constructivist trajectory within 
Weber’s Verstehen tradition, (Bryman 2016, Crotty 1998, Gerring 2012, Grix 2001). One 
could argue that ontology is the starting point of all research, after which the 
epistemological and methodological positions logically follow. This research takes a 
constructivist/interpretive ontological and epistemological perspective which has dictated 
the methodology used. It is this subjective, interpretative lens through which I examine the 
narratives of the service users. The research question, sub-questions and underpinning 
philosophy engendered rich data of significance, replete with tangible meaning that cogently 
frames life for the MMT client. 
The Verstehen tradition is predicated upon the work of Max Weber and his 
endeavours to “make possible a study of human affairs that was rigorously scientific”, 
(Crotty 1998:83). Contemporary sociology has since re-assigned the social scientist as one 
who must interpret and construct meaning from and with research participants. It is within 
this constructivist, interpretivist paradigm that this research question advances theory that 
obligates the researcher to co-participate and co-create knowledge by making manifest the 




4.3 Methodological Strategy: 
 
By its nature, human rights-based research focuses on marginalised, disempowered 
populations and requires an innovative, delicate methodological approach. The research must 
protect what are often vulnerable cohorts, balancing the complex ethical implications with the 
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eliciting of quality in-depth data. A primary goal of this analysis is to identify, substantiate 
and help to eradicate social injustices which have been alluded to be latent within the Irish 
methadone apparatus, (UISCE 2003, Lawless & Cox 2003, Pilling, Hardy & PIRC 2013). 
MMT clients are routinely demonised in contemporary societies (Bryan et al. 2000, Grover 
2010, MacGreil 1996). My first task was to attempt a reframing of the normative, pervasive 
approach to qualitative, sociological research. As such, my objective was to advance an 
ontological, epistemological and theoretical shift from the “research on” a populace to 
“research with” a populace. Therefore, my methodology was underpinned by a structured, 
inclusive, outcome-orientated perspective. When undertaking research with highly 
stigmatised social groups or within micro-social systems replete with latent meaning, values 
and mores, an informed double hermeneutic lens is advantageous. As such, participating with 
SURIA facilitated my research, as their work imbued me with an understanding and 
knowledge regarding the primary chore issues that preclude human rights in MMT discourse. 
The challenge here however was to maintain a neutral viewpoint and not allow my 
participation to distract my research and findings. To overcome these potentially restrictive 
factors, a ‘two-step’ methodological strategy was employed, consisting of PAR in 
conjunction with NA. 
For the duration of this four-year research project, I actively took part in Participatory 
Action Research (PAR) with The Service Users Rights in Action (SURIA). As alluded to in 
the literature, members represent a broad spectrum of those involved in campaigning for the 
application of a human rights based MMT. SURIA’s primary objective is employing a human 
right lens and human rights instruments to advocate for dignity, respect, equality and rights 
for individuals availing of methadone services. My membership as an independent researcher 
in this group enabled me to be at the forefront of Irish MMT discourse, allowing me to foster 
relationships and opportunities for dialogue with key stakeholders from within the Irish 
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methadone system and also with active service users, former service users, service providers 
and service user representatives. It also facilitated an optimal position to evaluate, explore 
and explicate the experiences of MMT clients and became a crucial phase of my research. As 
an informed researcher actively collaborating with SURIA, their previous research was made 
available to me. In return, my data analysis and insights informed some of their publications, 
(CAN and SURIA 2018). This was communicated with participants in the “Information 
Sheet”.4 
The second aspect of the two-step methodology was Narrative Analysis (NA), 
employing the informed, low inference data acquired from the preceding participatory 
research. Shared experiences were excavated from these narratives, facilitating a close 
thematic analysis, (McAlpine 2016). Narratives are storied accounts of the participants’ 
social world. As my research was conducted with individuals who avail of MMT 
mechanisms, their stories were replete with examples and instances of inequalities, human 
rights violations and asymmetric powers relationships. Drawing from the published report 
and research conducted with SURIA (CAN & SURIA 2018) enabled targeted a priori themes; 
however, the semi-structured interview prompts also allowed flexibility for the emergence of 
more in-depth, thematic case study analysis. Ewick & Silbey (1995:22) note that: 
Narratives are likely to bear the marks of existing social inequalities, disparities of power, and 
ideological effects. However, at the same time that particular and personal narratives partake 
of and reproduce collective narratives, they also provide openings for creativity and invention 




Social science based on case studies seeks generalisations that according to Gerring 
(2004:341), are “best defined as an intensive study of a single unit with an aim to generalize 
across a larger set of units”. The close analysis of forty-two MMT clients’ narratives and five 
 
4 Appendix 3. 
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service provider interviews enabled a textured examination of the research question 
pertaining to human rights and the efficacy of Irish MMT initiatives. A human rights 
perspective foregrounds the freedom and agency of the individual and is structured around 
the principles of dignity, respect, equality, participation and autonomy, (Vizard 2007, Vizard, 
Fukuda-Parr and Elson 2011, Barrett 2010). Developing trust and empowering participants 
was key to my sociological analysis. 
Following three years of participating in SURIA’s campaign, many MMT clients were 
not only willing to be interviewed, many were now eager to participate. As potential 
participants observed tangible systemic change from the campaign, gaining access to a 
traditionally closed social system was now possible. As such, the research offered an 
opportunity for collective empowerment for a populace who traditionally do not participate in 
the attainment of their rights, nor do their rights translate into tangible entitlements, (Rancière 
2004). My research provided rare opportunities for MMT clients to participate in their own 
social change. 
4.4 Theoretical Underpinning: 
 
As discussed, MMT clients in Ireland have been socially constructed as a deviant, 
aberrant populace, who do not fulfil the hegemonic moral imaginary. MMT does not resonate 
with many who believe clients are availing of State-sponsored narcotics while not 
demonstrating change or a desire for abstinence, (Carlin 2005, Pilling, Hardy and PIRC 
2013). Rights-based research with a vilified populace situated in a closed micro-system can 
potentially be an arduous process. As a precursor to narrative inquiry, the researcher must 
become informed and accepted into a social space replete with its own distinct language, 
values, mores and meaning. In pursuance of this, the ‘two-step’ methodology was formulated 
and employed, consisting of three years of PAR in conjunction with eighteen months of NA. 
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This combination of both models elicited superior, in-depth interview data from marginalised 
populations for thematic analysis and hermeneutic inquiry. Participants of rights-based 
research have often internalised contempt and normalised stigma and asymmetrical power 
relationships, while others find acceptance within their closed social system. As such, it can 
be inherently difficult to enter into this life world. PAR and NA are efficacious research 
models when working with a population of rights-holders who are struggling to enjoy basic 
rights within a neoliberal, governmental technology. These groups often require others to 
uphold their rights, a spokesperson or group, in an effort to seek accountability from the 
State, as duty bearers, and signatories of human rights instruments, (O'Connell 2007, 
Rancière 2004). Symbolic interactionism excavated the subjective meanings, values, norms 
and language while capturing the rich nuances from within this social system, (Blumer 1969, 
Lehn and Gibson 2011). Although this research was underpinned by constructivist logic, 
MMT clients inhabit a social world which is bound with constraint and interdiction, which is 
synonymous with most groups who are alleged to not enjoy human rights. Within a 
constructivist paradigm, in which social actors are continually constructing and 
reconstructing their lifeworld, the disciplinary, sovereign power and authoritarian 
governmentality (Dean 1999) that permeates these service user narratives has the potential to 
induce asymmetrical power dynamics within the interviewing process, (Kvale 2009). This 
must be recognised by the researcher. As a participant and member of SURIA, many 
interviewees identified with the objectives of the work of the group. Therefore, the interviews 
were balanced, with power dynamics rarely an issue, as my membership of SURIA elicited 
and sustained trust within the interviewing dynamic. 
PAR eliminates the tendency of even the most neutral social research to be influenced 
by hegemonic norms affiliated with wealth and the interests of epistemic, symbolic power, 
(McTaggart & Kemmis 2014). The onus of PAR is predicated upon working with and writing 
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with a cohort, not about a cohort. Furthermore, the researcher forms part of a community 
which analyses social problems with a view to action and change, (McTaggart & Kemmis 
2014). PAR usually consists of collaborative action and is considered a learning experience 
for the researcher with the following objectives; what people do, the provision of a sphere for 
interaction with co-researchers and agents of social change, and co-participating in 
constructing a discursive lens through which the group perceive the social world and the issue 
or issues being analysed. This enables the researcher to explore social phenomena as they 
emerge in a tangible form, without reducing them to the “ghostly status of the general, the 
abstract or the ideal”, (Ibid.:563). Rooted in dialogue, PAR pays particular attention to the 
right to participate, (Khanlou and Peter 2005). Fundamentally, there are four cyclic, iterative 
steps to PAR, which dialectically reinforce each other, sometimes overlap, and interact. The 
first step constitutes the collective planning of how to ascertain change. This planning 
precedes action, observation, reflection and evaluation. Reflection and evaluation make 
manifest if the objectives of the research have been fulfilled or if further action is appropriate, 
(Baum, MacDougall and Smith 2006, Khanlou and Peter 2005, Mackenzie et al. 2012, 
McTaggart 1997). Kemmis & McTaggart (2014) allude that PAR is an emancipatory model, 
seeking to enable marginalised populations to challenge unjust technologies and concomitant 
rationalities through their own agency, promulgating self-development and self- 
determination. PAR is valued as a research strategy which is often used in tandem with 
further research technologies, (Khanlou and Peter 2005). It enables the researcher to work 
alongside their cohort and engenders “closer intimacy and fuller discussion” when 
interviewing, (Klocker 2015). For this research, PAR was a vital antecedent to the narrative 
inquiry that followed, as it enabled the researcher to view the collection of data as a 
collective, negotiated interaction. 
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The “narrative turn” represents the human sciences’ rejection of positivism as a mode 
of analysis for human interaction. This turn emerged following the realisation of researchers 
of social science that the Verstehen tradition required interpretation and could not be 
contingent on law and rigidity, (Riessman 2005). Narrative analysis postulates that subjects 
tend to recount life experiences through storied dialogue, consisting of a coherent collection 
of memories that make manifest the subjective reflections of individual’s life-world, 
(Lieblich, Tuval-Mashiach and Zilber 1998, McAlpine 2016, Riessman 1993). Through NA 
the researcher bears witness to the participant’s subjectification process or the construction of 
the self within particular contexts at particular times. As such, NA and PAR combine 
cogently to preserve the voice of misrepresented or marginalised populations, allowing the 
participants’ perspectives to emerge. The objective and focus of a narrative inquiry is a rich, 
detailed, nuanced description of significant life experiences of particular, often targeted 
issues. The data emerges from the recounting and accounting of how participants make sense 
of these issues and see themselves as active agents in negotiating and navigating sometimes 
problematic life events. Consisting of “storied ways of knowing and communicating”, 
(Riessman 2005:1), NA is best practised when it is employed as topic-orientated, with 
prompts constructed by the researcher to encompass the narrator’s perspective of life 
disruptions, either in the long or short term, (Riessman 2005). With the narrator selecting 
events connected, organised and composed within a social system replete with conflict, the 
interviewer must be cognizant of the participant’s subjectification process which often 
advances the self-representation of the narrator as an exemplar of morality, (Creswell 2007). 
The objective of employing PAR prior to NA was to help make sense of the often one-sided, 
subjective narrative text. 
Similar to PAR, NA is considered an empowering social science method, as it permits 
the respondents to articulate their own perspectives and evaluative standards. Participants 
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frame and re-frame who they have been, who they are and who they aim to be through the 
accounting of how they employ their agency in response to key events in their life, 
(McAlpine 2016). Following the collection of narrative texts from the cohort and 
concomitant with the interpretivist tradition, the data is examined through a nexus of thematic 
analysis and interactional inquiry. Garson (2013) delineates both perspectives: 
• Thematic analysis: a cross-sectional focus on key ideas and categories. 
 
• Interactionalist model: the objective is the co-construction of meaning by the 
researcher and the interview participant. 
The uncovering of patterns is the central task of the narrative analyst, with text and transcripts 
analysed “for the story they (participants) have to tell…. unfolding events, turning points or 
epiphanies”, (Creswell 2007:155). From this analysis, the participant’s story emerges, 
sometimes chronologically and sometimes erratically, situating particular life-events within 
their socio-cultural, historical and personal contexts. 
To summarise, PAR is a participatory forum for the construction of knowledge, 
disarming of technologies of power, and enhancement of collaborative action between the 
researcher and researched. NA is also efficacious for those who inhabit disempowered social 
systems. A confluence of both allows the researcher to use an informed hermeneutic skillset 
in order to excavate the life experiences of marginalised, often alienated populations, many of 
which are often difficult to interact with due to internalised defence mechanisms and an 
inherent distrust of outsiders. 
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Fig. 1: A diagrammatical representation of the “two-step” methodology, a confluence of both 
 
models, NA and PAR. Both interact to provide a research model that is effective for engaging 
a marginalised population. The three years attending groups and key events helped me gain 
acceptance into with is traditionally perceived to be a closed social system. A hands-on 
approach and my active participation with the campaign, quickly broke down and assumption 
or presuppositions of an “Ivory Tower” researcher, who would promptly disappear once my 
aims, objectives and possible hidden agendas had been achieved. As community engaged 
research, I embedded myself into the campaign, participated in all meeting and dialogue 
events and met with key stakeholders from within the Irish MMT apparatus. My own 
working-class identity and knowledge of the Irish drug scene also propagated the “research 
with” approach, promoting trust and respect. Notwithstanding this, I did have to be aware I 
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had an academic responsibility to conduct neutral sociological research. Following three 
years of participatory engagement with the group, many MMT clients were now willing to be 
interviewed. Snowball sampling also ensued, predominantly in my opinion, due to “folk 
knowledge”. MMT clients, it would seem, are eager for change and willing to articulate this 
to promote better treatment conditions and practices. 
4.5 Research Praxis and Challenges: 
 
Kvale (2006) has explored some of the ethical underpinnings of qualitatively 
interviewing marginalised populations, cautioning the interviewer vis-à-vis the “manipulative 
potentials” and veiled interests that can subvert research that is said to be emancipatory for 
marginalised populations, (2006:483). PAR and NA both share an axiom that research can be 
a collaborative process. The emphasis of both is on the dialogical process and relationship 
between researcher and researched. As Reissman postulates, the “storyteller and questioner 
jointly participate in conversation”, (2005:4). My role as an independent researcher with 
SURIA, participating in their campaign and research, situated my work at the forefront of 
MMT, thus allowing me to experience being a member of the marginalised, experiencing 
opprobrium and witnessing systemic disregard. This helped capture the lived experience, 
facilitating in-depth, nuanced critical reflection, (Baum, MacDougall and Smith 2006). 
Participating with SURIA also facilitated the establishment of gatekeeper networks, 
advancing opportunities for snowball and purposive sampling. 
My membership of SURIA encompassed the attending of monthly meetings, 
discussing current MMT practices, compelling research, meeting key stakeholders and 
examining the aetiology and progress of a service-user led campaign. The research we 
conducted was outside clinics, at the forefront of MMT service provision, in an example of 
community engaged research. As a member of SURIA, I was granted access to this research 
and several times the quantitative data collected was beneficial to the research as sources in 
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the literature, however qualitative interviews remained the principal source of primary data 
that propagated the findings. SURIA conducted two dialogue events as part of their campaign 
and research. Held in 2012 and 2016, both represented a microcosm of the MMT system, 
with key stakeholders, service users and politicians present. Dialogue is predicated upon the 
belief that a social issue is best addressed with both sides of the agenda present and the 
primary objective being the co-creation of knowledge or progression in what is considered a 
“stuck” system. As such, a coherent, sustained movement of thought, as opposed to 
outcomes, is sought, (Bohm and Nichol 2004). 
SURIA also published a pilot report in conjunction with The Irish Human Rights and 
Equality Commission (IHREC) in 2018. Entitled “Our Life, Our Service, Our Say”, the 
Report encapsulated Section 42 of The Irish Human Rights Act, generally known as The 
Public Sector Duty Act, (CAN and SURIA 2018). A synopsis of The Act predicates it upon 
the activation of human rights, equality and the elimination of discrimination by public 
bodies and services. Pertinent to this research and MMT, the Report posited that “serious 
human rights and equality concerns based on the lived experience of service users have been 
expressed”, (CAN & SURIA 2018:5). These concerns, following extensive qualitative and 
quantitative data analysis by the group, were encompassed by four primary aspects of 
methadone modalities, namely (i) supervised urinalysis and (ii) the lack of any choice of 
treatment, (iii) meaningful review of treatment and a (iv) robust independent avenue for 
complaint, (CAN & SURIA 2018). The composition and launch of this Report advanced the 
plan, action, observe and evaluate cycle that is synonymous with PAR, while simultaneously 
alluding to a “master narrative” of the normative experience of contemporary Irish MMT. 
Both the publication and the dialogue events were planned, and well-structured interventions 
executed at the action phase of the iterative PAR cycle. Participating in this research and both 
dialogue events advanced a prescient platform from which to conduct my research. Thus, 
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PAR informed the narrative inquiry, the interviewing strategy and inductive, theory 
generating research. 
Following three years of intensive PAR, I began the interviewing process. Following 
concurrent thematic and interactional analysis, patterns and common themes emerged. The 
narrative inquiry was conducted with low inference in order to preserve the narrator’s voice. 
The precise meaning of human rights is often contested (O'Connell 2007), in particular 
economic, social and cultural rights. Drawing again from Vizard et al.’s (2011) postulation, 
the frame of reference for human rights based MMT encompasses dignity, respect, equality, 
freedom and autonomy. This research is embedded in the rationality that rights-based 
treatment is predicated upon these factors being inherent within MMT mechanisms. Narrative 
analysis often promulgates chronological, sequential interviews, however, this inquiry 
adopted a disjointed and non-linear approach, as it was the contemporary MMT narrative that 
was the priority, (Creswell 2007). This was necessary due to the propensity of many of the 
cohort to recount dated incidents from their treatment, which did little in the analysis of 
existent practices. 
PAR and NA, although efficacious for research with marginalised populations, 
created some minor challenges for the project. Retaining a neutral and objective perspective 
was potentially difficult following three years of collaborating with the campaign. In terms of 
reflexivity, I was aware that my own biases and interests could taint the validity of any 
research findings. Swartz (2013:19), refers to “a self-critical, reflexive posture” as being good 
practice in social research, whilst Becker (1966:239), maintains that it is not possible to “do 
research that is uncontaminated by personal and political sympathies”. However, it is vital 
that sociological research is conducted in a neutral manner and although being a member of 
SURIA did inform some presuppositions regarding the treatment of MMT clients, as a social 
scientist I did adhere to my duty as a professional, competent researcher. I endeavoured to 
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ensure that empirical evidence underpinned my thematic selections, claims and evaluations. 
Narrative inquiries also require caution, as a researcher, one must be cognizant that it is one 
side of a power dynamic that is being examined. Every effort was made to elicit the 
perspective of MMT clients, evaluate MMT mechanisms and make low inferential claims 
regarding human rights. However, it is recognised that this research is informed primarily by 
the service user perspective. In order to sustain neutrality, several prompts were included 
regarding positive treatment experiences. In order to check for bias from the analysis, a small 
sample of service providers was also interviewed. Service providers and stakeholders’ 
perspectives were also noted from both dialogue events. As such, empirical claims of 
mistreatment that was not sustained by multiple cases was treated with caution. All inferences 
elicited from the dataset are drawn from multiple recordings of evidence. The aim of using 
many cases, purposive sampling and targeted interviews is to gather data that is common to 
many cases, allowing this research to make causal inferences regarding the efficacy of 
contemporary MMT and an impartial investigation into the allegations of rights violations. 
As opposed to determinism, causality is a generalisation that is justifiably reached through 
evidence, theoretical frameworks and logic, (Elliott 2005). 
4.6 Participants and Interviews: 
 
The cohort consisted of forty-two MMT clients and five service providers, including 
doctors, managers and staff from Community Drugs Projects. Following the identification of 
possible participants, I made a conscious effort to align the sample with what could be 
posited as a typical population of MMT clients from contemporary Irish society. As such, the 
sample included MMT clients who availed of ancillary services and MMT and those who 
availed exclusively of MMT. Every attempt was made to replicate the national gender ratio 
within the cohort. The latest statistics show that the ratio of men to women is approximately 
60:40, (Hay et al. 2017). The sample that participated in this research included seventeen 
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women and twenty-nine men. All participants were unemployed at the time of research, with 
two in full-time education. Five of the male sample were availing of temporary 
accommodation, with ten living in the family home. The age range was twenty to fifty-five 
years old. Fourteen were clients of Community Drugs Projects. These Projects are full-time 
non-residential ancillary services that collaborate with methadone services and assist in the 
social reintegration process. The remaining participants did not engage with adjunct services. 
Approximately 90% of participants were from Dublin, with the remaining 10% rural service 
users, as per the latest statistics available, (Hay et al. 2017). Synonyms were agreed with 
participants to anonymise their identity, with composites created if required. This was 
necessary as many of the projects involved have a relatively small number of clients and 
there can be penal consequences for illicit drug use, compounding the need for anonymity. 
Research orientated relationships were established with several projects which acted as gate- 
keeper organisations in the recruitment of participants for the study. I have experience 
working in the field of drug rehabilitation and as a result, have retained many contacts which 
enabled snowball and purposive sampling. 
The table inserted below, Fig. 1, encompasses a general overview of interviewees, 
including gender, age, the use of services, employment, eductaion and the length of time they 
have been engaging with MMT services. Two participants died during the research, therefore 
to respect their families and loved ones their narratives are excluded. These deaths made 




1. Table of Participants. N=47 
 
 
Name Sex General Information 
Sinead1 F Age 33, approx. ten years MMT, doctor setting, from 
a rural town, a college student. 
Robbie M Age 44. Long term MMT client, unemployed, from a 
city location, Community Drug Project client. 
Johnny M Age 43, 25 years MMT, doctor setting, Community 
Drug Project Client, unemployed from a city location. 
Ruth F Age 41, 25 years MMT, clinic setting, unemployed 
from a city location. 
Jenna F Age 45, 20 years MMT, clinic setting, unemployed 
from a city location. 
Audrey F Age 40, 15 years MMT, clinic setting, unemployed 
from a city location. 
Mark M Age 38, 5 years MMT, doctor setting, unemployed 
from a suburban location 
Pete M Age 52, 20 years MMT, doctor setting, unemployed 
from a rural location. 
Shane M Age 20, 2-3 years MMT, doctor setting, unemployed, 
Community Drugs Project client from a rural location. 
Emma F Age 44, 20 years MMT, doctor setting, unemployed, 
Community Drugs Project, from a city location. 
Lisa2 F Age 41, less than one year following relapse, doctor 
setting, unemployed, Community Drugs Project client 
from a suburban location. 
Sharon F Age 37, One year Suboxone following MMT, clinic 
setting, unemployed, Community drugs Project client, 
from a city location. 
Gerard1 M Age 41, 26 years MMT, clinic setting, unemployed, 
living in a city centre hostel. 
Sharon2 F Age 46, 19 years MMT, clinic setting, unemployed, 
from a suburban setting. 
Ben M Age 39, 15 years MMT, clinic setting, Community 
Drugs Project client, unemployed, from a rural 
location. 
Jason M Age 44, 28 years MMT, unemployed, doctor setting, 
community drug project client, from a city location. 
Aoife F Age 35, Over 10 years MMT, clinic setting, college 
student, from a rural town. 
Aido M Age 33, 10 years MMT, doctor setting, unemployed, 
from a rural town. 
Paula F Age 41, 21 years MMT, clinic setting, Community 
drug project client, college student, living in a City 
centre Bed and Breakfast accommodation due to lack 
of housing. 
Lisa F Age 36, MMT 16 years, doctor setting, unemployed, 
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  Community Drug Project Client, from a suburban 
town. 
Sinead2 F Age 33, unemployed, 12 years MMT, clinic setting, 
from a city location. 
Paul M Age 41, On a waiting list for MMT, buying “black 
market methadone”, employed living in a rural town. 
Steph F Age 41, MMT 19 years, clinic setting, unemployed, 
from a suburban town. 
Keith M Age not given, long term MMT client, clinic setting, 
unemployed, from a city location. 
Mike M Age 35, single father, unemployed, doctor setting, 
living in a rural town. 
Gerard M Age 54, 18 years MMT, clinic setting, unemployed, 
from a city location. 
Emily F Age 50, former service user rep., long term MMT 
client, unemployed, from a suburban setting. 
Doctor A M NA 
Doctor B M NA 
Jimmy M Service provider, key worker and counsellor in a 
Community drugs project, former service user. 
Linda F Age 35, MMT for 10 years, doctor setting, mother of 
two children, lives in a rural town 
John Brown M Age 45, long term MMT client, unemployed, from a 
suburban location. 
Ivan M Age 41, 20 years MMT, doctor setting, unemployed, 
Community drug project client, living in a rural 
location. 
Stacey F Age 30, former MMT client, unemployed, 
Community drug project client, from a suburban 
location. 
Lenny M Age 37, awaiting to commence MMT for the second 
time, unemployed, from a rural location. 
M M Age 44, on/off MMT for 10 years, unemployed, 
Community drugs project client, living in a city centre 
hostel. 
Mick M Age 37, on/off MMT for 20 years, now in a doctor 
setting, college student, living in a rural town. 
Jazz M Age 52, 5 years MMT, doctor setting, unemployed, 
from a city location. 
Louise F Age 35, former MMT client, service user rep, 
Community drug project client, from a city location. 
Niall M Age 46, 20 years MMT, doctor setting, unemployed, 
service user rep., from city location. 
Aaron M Age 41, awaiting MMT, unemployed due to drug use, 
community drug project client, from a suburban 
location. 
Davie M Age 38, 15 years MMT, doctor setting, unemployed, 
community drug project client, from a suburban 
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  location. 
Joseph M Age 36, on/off MMT circa 18 years, doctor setting, 
unemployed, living in a rural location. 
Eamonn M NA 
Noel M NA 
Gerry M Service provider and former service user, 
Helen F Former MMT client (long term), service user rep, 





Prompts as opposed to rigid questionnaires were adopted in the semi-structured, 
targeted qualitative interviews, (Mayock, Butler and Hoey 2018). For all service users 
interviewed in the research, individual case histories were constructed, including the 
following themes: self-identity, self-efficacy, victimization, discrimination, the service user’s 
experience of the service, the challenges they encounter engaging with their service, 
frustration/satisfaction of complying with their service and successes and setbacks 
encountered while availing of treatment services. 
Kvale (2007) discusses how interviews have an inherent power dynamic with the 
process and dialogue being controlled and directed by the interviewer, who is most cases is 
perceived as the expert or one who possesses a scientific competence vis-à-vis the subject 
matter. Post interview, it is also the researcher who interprets the data, and as such, dominates 
and determines what is found and how data is portrayed. Kvale employs two metaphors of the 
interviewer as a “miner” or “traveller” to construe the intricacies that underpin the frequently 
overlooked complexities and opportunities for biased findings from interviews, (Kvale 
2007:19). The miner is the interviewer who extracts data that is buried within narratives and 
is arguably positivist in nature, as it disregards social construction while simultaneously 
propagating truth as universal. The traveller delineates the researcher as one who journeys 
through the interviewing process, collecting data from participants and undergoing change as 
a researcher. As such, findings become intertwined with subsequent interviewing and 
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interpretation, engendering a post-modern, social constructivist perspective. My interview 
strategy was influenced by the “traveller” analogy, (Kvale 2007:19), with prompts and 
questions being influenced by the findings of earlier interviews, although not to the point 
where the entire interview prompts did not retain an acceptable level of uniformity. 
The data was initially voice recorded as per information sheet, using prompts as 
opposed to question sets. It is here I believe the true nuances of MMT can be extrapolated 
and understood as it removes the technical, clinical interview with a humanistic, person- 
centred dialogue. The data was transcribed by the author as soon as possible and following all 
University Protocol. MaxQDA was employed to catalogue the data and following intense 
analysis, examination and re-examination, the core themes and key patterns began to emerge. 
4.7 Ethical Concerns 
 
People who use drugs are obviously a vulnerable population and care needed to be 
taken to protect clients from any harm that recounting past experiences of mistreatment from 
MMT services may cause. My skill set as a trained addiction counsellor was vital here as the 
well-being of participants is the most important part of research with vulnerable research. The 
care of the participant must take precedence over quality data. Also, reflexivity and the 
protection of the self was also vital in this research. Two interviews with clients were 
performed in preparation for the broader collection of data, trial of test interviews for need of 
a better term. These interviews were used for data collection also, yet they also allowed the 
researcher to have some prior knowledge of some of the potential practical issues and 
operational challenges that could arise during the interviewing process. While this can appear 
clinical, it is vital when interviewing a vulnerable population. Ethical approval was sought 
from the University in October 2015 and was granted in late November of the same year, 
following the directions and several re-drafts proposed by the Ethical Standard Commission. 
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Discretion and reasonable effort were exercised to exclude new MMT clients and 
those who had not achieved a reasonable level of stability regarding illicit drug use. This 
research involves sustained MMT as opposed to active drug use, however, the reality that 
service users may relapse or occasionally use drugs was taken into consideration. 
Participation in the study was voluntary and there was no remuneration. Signed ‘Consent 
Forms’ were obtained from all participants, who were also furnished with an ‘Information 
Sheet’ which included all relevant information and contact details5. Both consisted of plain 
language and contained a commitment that free, independent and anonymous counselling was 
available if participants were affected by the research. As a vulnerable population sample, 
there was a real risk that discussing mistreatment at the service level could potentially invoke 
emotional stress through recollections of abuse, inhumane treatment and exclusion. As a 
trained key worker with experience in the field of drug rehabilitation, my discernment, 
intuition and knowledge of drug services were essential to protect the well-being of the 
participants. I received accreditation in the Community Reinforcement Approach (CRA) in 
April 2016 in order to gain superior insight into the workings of the popular recovery model 
advocated by the National Drug Strategy 2008-2016 (Department of Community, Rural 
Gaeltacht Affairs 2009). CRA is the principal recovery model that is employed by many of 
the participating projects. 
As per Ethical Guidelines of Maynooth University, Garda clearance was not required 
for this research. All participants were made aware that they reserved the right to change or 
omit any part, or all of their interviews at any time. Upon completion of the project, 
interviewees were also offered a copy of the work and again made aware of their right to 
have any of their data omitted. The ‘Information Sheet’ invited participants to review the data 
with the aid of individual, brief, user-friendly presentations, prior to submission. Findings 
 
5 See Appendix 1 and 2. 
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could be discussed and feedback invited from participants regarding key emergent themes 
and research claims. The research was underpinned and motivated by a respect of the service 
user’s “definition of the situation”, i.e. their experiences and perspectives of contemporary 
MMT policies and concomitant human rights issues. The presentation invited further 
collaboration and discussion and potential anonymization infringements were again reviewed. 
Participants were made aware that threats to harm themselves, commit a crime or 
evidence of child abuse or neglect could not be kept confidential. If at any stage during the 
interview process, any of these issues emerged, this would have been reported to the relevant 
authorities. Fortunately, this was not necessary. All stipulations were included in the 
‘Information Sheet’. As per Maynooth University Research Integrity Policy, the primary data 
will be electronically retained for ten years post-publication, password protected and 
encrypted. 
4.8 Quality Control: 
 
It was established at the beginning of the interviews that I was an external researcher, 
with no connection to any of the drug services that the participants were engaging with. This 
was essential in order to create an environment in which disclosure was possible without fear 
of sanction from the programmes and was agreed with participating projects prior to 
interviewing. Composites were constructed by the altering of non-essential demographic 
details in order to create profiles to protect individual identity within projects that had a small 
clientele. The interviews were conducted in a variety of locations, at the request of 
participants. These included the premises of Community Projects and the homes of 
participants. Service providers were interviewed at their place of employment, again on the 




4.9 Validity & Credibility: 
 
Despite being traditionally rooted in positivist, quantitative research design, validity 
and credibility are now considered equally important to substantiate qualitative research, 
(Creswell 2007, Maxwell 1992, McAlpine 2016). All findings, thematic analysis and claims 
require justification as contemporary qualitative researchers must demonstrate that the 
research design is robust, independent, neutral with every effort made to remove bias and any 
prior dispositions from the research findings, (Creswell and Miller 2000, Golafshani 2003, 
Maxwell 1992). This can be problematic for research that is buttressed by the 
constructivist/interpretivist nexus, due to the subjective lens through which the researcher 
interprets the research data. Notwithstanding this, contemporary academics purport that 
qualitative research must exhibit an element of rigour, trustworthiness and credibility while 
also manifesting replicability, (Ibid.). 
Lincoln and Guba (1985:290) succinctly delineate the responsibility of the qualitative 
researcher: 
How can an inquirer persuade his or her audience that the findings of an inquiry are worth 
paying attention to, worth taking account of? What arguments can be mounted, what criteria 




Arguably, all research design of substance should be underpinned by these factors, they 
should be implied and intertwined within the framework, research strategies and research 
methodology and are synonymous with quality research. For this reason, several scholars 
have opined that validity and credibility are not quantifiable, measurable variables to 
substantiate the efficacy of research, as they are implicit in meaningful research and implied 
in inferential justification and conceivable, plausible findings, (Creswell and Miller 2000, 
Golafshani 2003, Khanlou and Peter 2005). Therefore, the necessity of including validity and 
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credibility in qualitative research projects is often debated. However, I felt it was good 
research practice to discuss both, primarily to reinforce my role as an independent researcher, 
capable of neutral, unbiased research despite my role in SURIA’S campaign. 
As an active member of this group, the potential for biased research was amplified. 
 
Moreover, to avert the potential for the veracity and integrity of the research being 
scrutinised, the accentuation of a neutral research lens was essential. Lincoln and Guba 
(1985:301) and Gerring (2000) elucidate three research practices which make findings 
credible and trustworthy: prolonged engagement in the field, persistent observation and 
triangulation. Prolonged engagement in the field and persistent observation were both 
fulfilled in a methodology that was ongoing for four years. Triangulation is a more complex 
process. Cresswell and Miller (200:126) allude that “triangulation is a validity procedure 
where researchers search for convergence among multiple and different sources of 
information to form themes or categories in a study”. Patton (2000) postulates that 
triangulation can be achieved through mixed methods research, employing different 
theoretical perspectives, mixing purposive sampling and triangulated analysis. This research 
fulfilled these criteria in a number of ways. My research findings were consistent with 
SURIA’s quantitative data, conducted prior to my involvement in the group (data 
triangulation, mixed methods triangulation), while my cohort were selected from different 
services in Dublin and a smaller selection of rural services (source triangulation), with some 
using MMT services as a stand-alone prescription of medication and others using full-time 
ancillary services, for example, Community Drugs Projects. I used two theoretical 
perspectives (theory triangulation), while IHREC’s recognition of human rights violations 
within Irish MMT services also validated my work. In December 2018, Professor Paula 
Mayock, of Trinity College Dublin, launched a Report in conjunction with Dun Laoghaire- 
Rathdown Drugs Task Force, excavating the shortcomings of Irish MMT mechanisms, and 
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delineating the life experience of long-term MMT clients, (Mayock, Butler and Hoey 2018). 
Although their sample was small, with all participants from a relatively small Dublin suburb, 
her findings were again similar to the findings of this research, further authenticating and 
validating my research methodology, findings and inferences. 
4.10 Conclusion: 
 
The ‘two-step’ methodology, using PAR and NA has promulgated in-depth, 
qualitative data that offers a unique insight into the life experience of Irish MMT clients. In 
employing two methodologies that are frequently used when the cohort is a marginalised 
populace, the “research with” paradigm alluded to in the introduction has elicited authentic 
data and interpretations thereof, which are valid, robust, independent and credible. 
Furthermore, the research data is trustworthy, and the research design innovative, practical 
and cogent for research pertinent to Irish MMT and human rights. The research design 
cogently allows those who are routinely denied a voice to be empowered in the evaluation of 












The benefits of MMT as a form of reducing illicit drug use, drug-related crime, drug- 
related mortality rates and promoting safer drug use have been recognised since the inception 
of clinical trials using the model over five decades ago, (Kleber 2008, Dole & Nyswander 
1965,1980, Newman 1979). These potential outcomes situate MMT as rights-based and 
liberating, suggesting that the client exercises agency and plays a significant role in their own 
rehabilitation process. However, despite MMT’s capacity to stabilise the lives of problematic 
drug users (Ibid.), the reported life narratives of those who avail of this mode of harm 
reduction in Ireland suggests otherwise. While the interviews did elicit a small number of 
positive experiences of what has become the normative mode of treatment for opiate 
addiction in Ireland (EMCDDA 2017, 2018, 2019), the vast majority of accounts were replete 
with sanction, interdiction, regulation and claims that methadone has advanced a life with 
little agency, autonomy or choice. Rights-based recovery recognises the service user as a 
partner in their own treatment, with all stakeholders involved treating clients with dignity, 
equality and respect, (CAN & SURIA 2018, Barrett 2010, HSE 2012). However, the majority 
of the cohort highlight a life of ubiquitous disciplinary, sovereign and biopolitical power 
mechanisms, within which a partnership dynamic between doctor and client is difficult to 
establish and sustain. 
Many of the cohort recalled contacting a service in order to gain a semblance of 
normality in their lives following chaotic opiate addiction. However, due to a nexus of 
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sanctions and contingency6 management underpinned by reward and punishment, several 
participants revealed a life that is governed by the whims of institutions, apparatuses and 
doctors. As a population who are deemed to require invasive interventions to police their 
conduct (Dean 1999, Stevens 2011, Bennett 2011, Bourgois 2000), the data suggests that 
commencing MMT is more of a nuanced and complex decision than clients initially realise. 
For most, MMT was seen as an opportunity to reduce heroin use and escape the concomitant 
demands and life restrictions that addiction perpetuates. Indeed, an explication of the data 
suggested that the obligations and restrictions of agency that are alleged to be synonymous 
with MMT are rarely made manifest or recognised when the client decides to commence this 
mode of treatment. Moreover, the latent obligations and requirements associated with MMT 
are usually made manifest after the client has engaged with their service, in either a clinical 
or GP setting. When the client begins to discern that as a registered MMT client, their public 
health care differs from that of commensurate public health services, a form of coerced 
confinement and a restriction of agency has often already been made manifest in their lives. 
The appeal of a heroin-free life, facilitated by a medication that reduces withdrawal 
symptoms for those who have been habitually using heroin can rapidly transform into a life 
dominated by a milieu of regulations, appointments, sanctions and surveillance modalities. 
This is often facilitated by the coerced signing of consent forms by MMT clients with their 
prescribing doctor and pharmacy, (Lawless & Cox 2003, Pilling, Hardy & PIRC 2013). My 
research advances an insight into the life experience of the MMT client and elicits that many 
posit a loss of agency, having little choice of treatment and a coerced experience of being 
inducted into a lifestyle which inhibits liberty. Moreover, their life is analogous with that of 
 
6 Contingency Management is a practice encouraged by the current Opioid Substitution Guidelines (2016), 
reinforcing the reward/punishment binary that is predicated upon urinalysis samples. Positive samples reduce 
take-away dosages, negative samples increase take-away dosages. Within this framework, urinalysis becomes 
a significant discursive practice of the MMT apparatus. 
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when they were active heroin users. As such, the discursive practices that are often employed 
by doctors and clinics propagate docile, controlled subjects. The regulations and inhibitions 
of institutions supplant the life-restrictions perpetuated by heroin use. MMT that is 
underpinned by disciplinary power and punitive, panoptic tactics and strategies acerbates 
client’s perspectives of being socially controlled. This often fosters “us and them” binaries, 
impeding symmetrical partnership and informing suspicion and mistrust, as service users 
question the motives of service providers, and their sanctions and regulations, many of which 
are perceived to penetrate into the lives of service users beyond drug use. Foucault (1980:91) 
cautioned vis-a-vis this “over-extension of power” becoming oppression and it is captured 
repeatedly in the data. Many of the mechanisms of power said to be inherent within MMT 
initiatives are indicative of Dean’s Authoritarian Governmentality (1999), a nexus of 
biopolitical, sovereign and disciplinary power regimes and strategies. This chapter examines 
the allegations of social control and interdiction that permeate many of the narratives that 
underpin my research, both as an obstacle to rights-based treatment and positive MMT 
outcomes. The corollary of feeling constrained, controlled and surveyed can be internecine, 
with clients angry, service providers frustrated and rehabilitation unlikely. The relationship 
between doctor and client is asymmetrical from its inception, the signing of the Consent 
Form. 
5.2 Signing on the dotted line: Consent Forms  
 
 
The inception of the mechanisms of control that are predicated upon asymmetrical 
power relationships between client and service provider can be located in the signing of 
consent forms, the inaugural obligation of the MMT client. Many participants spoke of 
having to sign a consent form in the doctor’s surgery or clinic and with their dispensing 
chemist before commencing treatment. Most do not recall the content of these forms and 
many of the interviewees indicated they would willingly have signed anything in their 
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desperation for treatment. This is captured in John’s (43) account of his first interaction with 
his MMT service: 
Yeah, I remember signing them in the clinic, the chemists too, but I wouldn’t have a clue 
what they said, but you're hardly not going to sign them, I mean if they ask you to come up in 
your nip (naked) on Wednesday, you come up in your nip Wednesday. If that what it takes to 
get help. You’ve got to remember you’re usually in a heap signing these forms. 
However, when some participants became aware that the signing of these forms allowed their 
service to share personal information with any agency7 that their service considered 
necessary, many felt their privacy as patients had been violated. The signing of these forms, a 
necessary precursor to MMT, was often the initial manifestation of the capillary power the 
clinic could now exert upon client’s lives: 
I had to sign forms in the clinic and here (Community Drop-In). I was only looking at the one 
from here last night. I've no problem with them sharing information, I've fuck all to hide. But 
when you hear about housing officers writing to clinics looking for urine results that decide 
whether this person is housed or not, that’s discrimination. Plus, a lot of the time you don't 
even know what you're signing. When you're getting took on to a clinic, you'd sign your 
fucking life away. Robbie 44. 
 
 
Jason 44 further highlights this, while demonstrating that consent forms are not confined to 
drug use per se. Instead, the very real possibility of the clinic permeating client’s basic 
housing needs emerged. Moreover, the signing of consent forms embodies the overarching 
control the clinic can now exert deep into the lives of clients: 
Yeah, I remember filling it out, but you're sick, and if you don't sign it, you won't get your 
methadone. I mean your urine results are shared with anyone and everyone, people are getting 
refused housing over urine results. So, what they are saying is that someone who has maybe 
had a few bad days doesn't deserve a house and that's wrong. 
The data suggests that many participants did not understand the repercussions of what they 
were signing. It is debatable whether this is due to the client’s desperation for help or the 




7 Appendix 3. 
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invasive, negative future outcomes, the onus must be placed on the service provider, 
considering possible illiteracy and comprehension issues: 
I had heard all this before, but I didn't believe it. That makes me quite angry because I was so 
sick at that time in my life, I would have signed anything. I probably should have asked but I 




Sinead’s testimony demonstrates that the signing of consent forms, during a period in which 
she suggests she was “sick” and unable to fathom the ramifications of signing the document, 
elicited feelings of being “monitored…(and)..treated like a child”. MMT as an instrument of 
panopticism is facilitated and enabled by the fact that each client has signed these forms. As 
such, the regulations, sanctions and restriction of agency are, according to clinics, therefore 
justified, as consent has been obtained. The consent form is a classic governmentality 
mechanism, insofar as it coerces clients to perceive themselves as abnormal and in need of 
social intervention, (Snoek & Fry 2015). Indeed, clients are now “contracted” to behave as 
they ought, perpetuated by self-interest and to avoid sanction, (Li 2007). Inadvertently, the 
client has now enabled aggressive interventions into their entire lives. For most participants, 
the consent form was a source of the “culture of control” that often exists in MMT services. 
Considering methadone is listed by the World Health Organisation as a necessary medication 
(Junod et al. 2018), I argue that consent forms should not be signed while the client is ill from 
illicit heroin use, less likely to fully engage with the document and possibly unaware of the 
significance of signing a document that could potentially influence their future. Further 
empirical evidence elucidates and confirms claims that consent forms are very rarely properly 
disseminated to patients and also questions the rationality of asking a sick, desperate 




I was down the chemist twice a week even when I was heroin free, I signed consent forms, 
but I didn't even read it (sic), I would have signed anything to get help, I didn’t care what was 
on them. I was giving three supervised urines a week, I hated it, but who was I to say 
anything. Methadone was running my life at this time, so I wouldn’t have said anything to 
anyone, I wouldn't have rocked the boat, no complaints, fuck that. Shane 20. 
 
 
Shane’s experience is analogous with that of most participants. However, thoroughly 
examining the quote advances several examples of how MMT’s controlling strategies and 
power regimes can impact a young man’s subjectification process. Shane appears to believe 
that the signing a consent form precludes him from making a complaint, despite his three 
urines a week not being consistent with the international evidence-base, (Ward, Mattick & 
Hall 1998, Farrell & Barry 2010), notwithstanding the lack of dignity, respect and trust made 
manifest in a demeaning, invasive practice. His statement “but who was I to say anything?” is 
indicative of an inner state of worthlessness, already being experienced at the age of twenty. 
With methadone “running his life”, he states he would not have disclosed his dissatisfaction 
of improper treatment. Shane is twenty years old and relatively new to MMT. His narrative of 
a life of inhibition, control and constraint suggests his agency is still being restricted, despite 
being heroin free. As opposed to heroin use, MMT is now “running his life”, a common 
theme of the service user narrative. 
One of the main reasons I want to get off methadone is all the doctors and chemists. I'm sick 
of it, the doctor once a week and the chemist every day. It's a lot of time and hours for 
something that is supposed to be setting me free. Ivan, 41. 
These examples of “coerced consent”, occurring immediately upon the commencement of 
MMT are tacit indicators that illustrate how the service user will never be seen as equal or 
treated in the same way as individuals availing of other Public Health Services. Informed 
consent, the acceptable and practised form of consent when asking an individual to make a 
commitment, cannot be taken from an ill, desperate, withdrawing patient. The concept of 
signing or reviewing an agreement contract with a service following two weeks of successful 
service provision, for both parties, is an idea that could at the very least be explored. 
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5.3 Controlling the Uncontrollable: 
 
 
Irish MMT services have long been criticised for being punitive, disciplinary and 
controlling, (Lawless & Cox 2003, Harris & McElrath 2012, Pilling, Hardy & PIRC 2013). 
The primary sanctions for not submitting to the authority of a prescribing doctor, pharmacy 
or clinical staff includes dose reductions and the loss of “takeaway” dosages (take-home 
medication). The instrument of control is primarily urinalysis, as the clinical gaze seeks to 
police the conduct of clients. Many participants spoke of living a life of fear, accentuated by 
implicit threats that they perceived to be made manifest by their doctor’s methods or 
philosophy of harm reduction. 
I do feel under threat by the doctor. She's never come straight out and said it but there are 
things she could do that would make my life more awkward. She could put me back on 
“dailys”, she could have me out visiting the surgery more often. It's not direct, but she could 




You have to do certain things at certain times. And there's a threat that if you don't provide a 
sample, it's classed as a 'dirty' sample, and if you happen to be lucky enough to be on 
takeaways, they are taken off you. Constant threat and control, with the statement 'we control 




Fraser and Valentine (2008:116) allude to MMT’s ability to sustain control over clients being 
predicated upon technologies of discipline, over-arching threat and constant fear underpinned 
by self-examination (Ibid.). Yet, these technologies of control are futile unless underpinned 
by sanction, reward and penalty and carceral strategies, invoked by all stakeholders involved 
in the MMT regime (i.e. pharmacies, doctors, clinical staff). Mistrust is the default position. 
This rationale is not confined to the early stages of treatment. Moreover, the data suggests 
that the assumption that a service user cannot be trusted perennially informs the treatment 
dynamic. According to Harris & McElrath (2012:813), stereotypical assumptions that heroin 
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addicts were almost always involved in criminal activity is inherent within MMT services, 
possibly prompting this need for social control, due to the perceived errant disposition of 




The clinics work that way. You're banished for acting the bollix and rewarded for playing 
ball, I've known blokes who have been punished, sent to Y Street (a punitive clinic for 
“difficult” clients), loads of different sanctions, they use the methadone to control you, no 
doubt. I felt controlled by doctors for years and years, always scared that they would take the 
methadone away at any given time. Johnny 43. 
I have to be of good behaviour, not to turn up stoned, to be honest, to keep appointments, to 
be nice to all the staff in the doctors. Then, in the chemist, I have to be on my own. It's a bit 
embarrassing because everyone knows why I'm down there, it feels awful, you feel very 
small, I couldn't have anyone with me, no shoplifting, no walking around, don't go in with 
anyone, not even your mother, and they are very quick, they want you in and out. Totally 
different treatment than everyone else. I remember sitting one day in the chemist and I seen 
hand-warmers, I use them for poor circulation. I got up to look at them and I was told to stay 




Participants’ experiences differ. Some participants report the over-prescription of methadone 
while others recall the threat of dose reduction. Notably, the subjectivities of being controlled 
underpin both practices. While it is debatable and difficult to assert intent that surveillance 
and control are or were the intended outcomes of MMT, the data does suggest that the 
corollary of the many stipulations of MMT elicit subjectivities of being controlled and 
surveyed. Participants spoke of being “threatened”, “controlled”, “chained” and feeling like a 
“puppet” due to the practices of services: 
I think some of the clinics are deliberately given out high doses, getting people addicted to 
high doses cos you're under their control then, you have to be doing what they say. You're 
under their control, you're a puppet to them, and they can threaten you with half doses and all 
that…. and if you go in with a dirty urine or you try to be honest with them, they cut your 
dose, take takeaways off you, you're chained to these people. Jason, 44. 
The goal of methadone is being inhibited by the regulations in the clinics that give out the 
methadone. And this dose reduction lark, that’s counterproductive surely, how is that 
supposed to help, so you've had a few bad weeks, well here we're gonna cut your dose and 
make it twice as hard. Mark, 38. 
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Jason’s perspective of being controlled by the over-prescription of methadone was captured 
several times in the data. His large dose of methadone has rendered him more reliant, and 
therefore controlled, by the clinical staff. Foucault’s docile subject is the productive agent as 
part of the capitalist mode of production, (Foucault 1982, 1979). However, as mentioned, 
many participants claim that high dosages of methadone were dispensed to certain clients in 
order to control and survey them by increasing their dependence on clinics. As such, the 
docile MMT client’s productiveness is paradoxically quantified by what they cannot do, due 
to their dependence on a highly addictive medication, as opposed to what they can do, as 
postulated by Foucault, (1979, 1982). While this assertion appears cynical and is difficult to 
substantiate, the testimony of respondents does allude to the practice of some services in 
using medication as a mode of discipline: 
I've seen people walk into clinics with their eyes basically shut from all the medication they're 
on…. You're a legal drug user then, and if you go in with a dirty urine or you try to be honest 
with them, they cut your dose, take takeaways off you. Jason 44. 
I remember a nurse saying to me, “Ah Mike, you're on 90mils. A half dose of that, 45 mls. 
would hold (stop withdrawals) a donkey”. Maybe so, but not if you've been on 90 mls. for the 
last year. Mike, 35 
I think the clinics have got worse in the way they're putting people on awkward clinics and 
the option of detox seems to be gone, it's all maintenance. Instead of all detox, it's all 
maintenance. And the doses are big, so it’s like they are trying to create this population who 
are on large doses and are controlled. It’s like “you used to control the streets with crime and 




One could argue that the methadone client has made a commitment to abstain from 
drug use and therefore when urinalysis confirms drug use, sanctions should be accepted. 
However, MMT is a harm reduction modality, a philosophy underpinned by amorality, 
acceptance and neutrality (Keane 2003, Newcombe 1992, Single 1995, Kiely & Egan 2000). 
Reducing dosages and threatening to cease treatment, therefore, is not conducive with the 
model or evidence base. Propagating constant fear, doubt and apprehension in the life of an 
individual attempting to regain a life with a semblance of normality is obviously counter- 
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productive to recovery. Almost all participants demonstrated a fear of dose reduction and the 
loss of takeaways. 
5.4 Over-Extension of Power: 
 
 
O’ Sullivan and O’ Donnell (2007) elucidate that prison populations are not a reliable 
proxy for evaluating mechanisms of control within contemporary society. Both suggest that 
control must be located within the wider context of the many State institutions that preclude 
or restrict the subject’s agency. As such, prison is “but one of a wide range of institutions that 
have been utilised to reform, quarantine, or reject those who do not conform to societal 
norms”, (O’ Sullivan & O’ Donnell 2007:28). Illicit drug users unquestionably fulfil the remit 
of this rejection and the data elucidates that organised practices that restrict the agency of 
clients are frequently employed by MMT service providers as a mode of social control for 
what is considered an errant population, (MacGreil 1996, Bryan et al. 2000, Harris & 
McElrath 2012). However, there are many nuances to the narrow reward and sanction 
discursive binary. Many clients of methadone clinics claim that these technologies of control 
go beyond drug use and encapsulate their entire lives. As Foucault cautioned on power 
becoming oppression (1980), Snoek & Fry (2015) allude to the potential problems of 
biopolitical power penetrating too deeply into subjects’ lives. As discussed, MMT can 
permeate the lives of clients, facilitated by the coerced signing of consent forms. As the 
disclosure of urinalysis results can impact on basic housing needs, guardianship is another 
avenue through which clinics exert control. Bourgois has qualitatively explored methadone 
clinics as vehicles for biopower and biopolitical strategies, (2000). He suggests that the 
creation of disciplined, yet still addicted, heroin free subjects is one of the objectives of MMT 
clinics, (Bourgois 2000). He further postulates that MMT, as a mode of biopower, seeks to 
divide unmanageable populations into smaller manageable collectives. This is consistent with 
Li’s governmentality literature, in which she suggests that smaller populations are less 
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complex to govern as experts can probe for common areas to intervene, (Li 2007). Snoek & 
Fry (2015) question the motives of clinics to act in this way, to restrict agency and 
deliberately seek areas in the client’s life to foster hardship, while Bourgois (2000) suggests 
MMT consciously precludes agency, using a wide range of tactics and strategies to achieve 
their particular ends. Both postulations are difficult to corroborate, yet from a service user 
perspective, the adverse consequences that are concomitant with MMT do appear carefully 
designed to maximise their efficacy. With sanctions taking many forms, clinics and MMT 
prescribing doctors have powers that often go beyond reducing takeaways, often entering into 
the private sphere of the clients and bringing unnecessary difficulty into patient’s lives. 
The whole system is about holding reward and sanctions over your head. If you can't give a 
clean urine, they take takeaways of ye, when they see that doesn’t really bother you, like in 
my case, its' the benzo use, so there's a lot of threat and control at stake. A lot of power, the 
doctors have so much power over your life. Mark, 38. 
I mean your life revolves around the clinic, so they can take takeaways off you, or send you to 
a clinic that's difficult to get to, miles away from where you live. If they want, they can have a 
massive input on your life. Gerard1, 41. 
So, I have this threat hanging over me. Getting put back on dailys (daily supervision of 
consuming methadone) would have a massive impact on my life, I’d be caught at all angles 
again. I'd be late for here (Community drop in) and it would affect my childcare. This is 
massive fear I have, and the doctor knows this and, in the past, he has used this against me, in 
a sly way. Lisa, 36. 
 
 
Drawing from the research, a common occurrence in addiction is the propensity of women to 
become the sole guardians of children in the aftermath of relationship breakdown. Many of 
the male participants were fathers, yet only one male interviewee had custody of a minor. The 
fear of social workers was tangible from interviewing most parents, with services considered 
to be a danger or adversary to their role as mothers, caregivers and providers of emotional 
capital to their children. Many mothers postulate that this latent threat is often employed or 
emphasised by MMT clinics. 
You'd be afraid to tell them anything about your kids anyway in case they used it against you. 
I know a friend of mine used to tell the nurses about how she was struggling as a single 
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mother and they’re using all this against her now. So, where she's struggling and needs help, 
she's been made out to be a bad mother. Jenna, 45. 
You're afraid to ask for support (when in MMT) because your file is re-opened. If you had 
social workers involved around your kids before, this is the last thing you want, you don't 




The pressure on women not to be sanctioned is magnified by their responsibility as primary, 
and sometimes sole caregivers of children. As parents, many cited the gaze of services 
scrutinising their conduct. 
As a mother, it is worrying being on methadone. I would never sign my name to anything in 
case it was ever used against me by social workers. Lisa 36. 
Yeah, a doctor I remember before saying if my urines weren't clean she'd report me to social 
workers and I would lose my kids, so I was getting threatened with my kids. Lisa 2, 41. 
 
 
Another latent sanction postulated by some participants was the practice of doctors 
deliberately putting clients under the care of pharmacists that are located a significant 
distance from their place of residence. For these clients, the loss of takeaway dosages was 
extremely incapacitating, as it precipitated long, expensive journeys in order to collect their 
medication from dispensing pharmacies. Notably, a number of these clients inhabited rural 
towns with no services, further amplifying the threat. 
The doctor knows all the trouble I have to go through to see her, I live one hundred miles 
away, but my area has no services. I sometimes talk to other guys from the surgery at the 
station, they'd be from the area (of the clinic). They don't seem to get the same hassles as me. 
It’s like she knows all the trouble she can cause for me and uses them as a lever. You would 
think she would build me up instead of knocking me down. Joseph, 36. 
If he makes me go to the chemist every day, that’s a big thing for me. And I think he uses this 
as a threat to hang over my head, well if you’re not clean you’re going to the chemist every 




The sanctions that they seem to be using in the clinic nowadays is removing takeaways or 
moving you to some clinic miles away, making things awkward for you. They're doing this to 
people who complain now as well, moving them to clinics that they know will be hard for 
people to get to. I mean some of these clinics don't even have buses that go out to them. Just 
making it difficult for clients. A while ago they done it to a fella in a wheelchair, fucking 
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terrible, playing with people's recovery. It's not the methadone that's the problem, phy 
(methadone) does what it does well, but all the shite that comes with it stops people from 




Paula has made manifest a very pertinent point, methadone, as a medication “does what it 
does well”. In the correct dose, it eases withdrawal, can act as an opioid antagonist, enables 
clients to rebuild broken relationships, become a responsible parent, abstain from crime and 
reduces the transmission of bloodborne disease, (Dole & Nyswander 1965, 1980; Ward, 
Mattick & Hall 1998, Dole & Kreek 1991). However, the rules, mandatory obligations and 
regulations that many Irish MMT facilities employ can inhibit the recovery that the treatment 
modality is attempting to promote. Housing and employment, two of the primary facets of 
rehabilitation, are difficult to sustain in such a controlling social system. M 44, discusses his 
experience working with a service that had ties with a well-known charity whose work is 
predicated upon the provision of housing. 
I told them in my service the time I took drugs. I was given a final warning, they said they 
would kick me out the next time I use. I don't find it supportive down there at all. 
I resent it, everything is based around threats about your accommodation. They say to you, 
“You know if you don't do this your accommodation is in jeopardy?”. What kind of a way is 
that to work with people? This place is supposed to be a community-based organisation, 
supposedly operating around dignity, respect, compassion, empowerment, support, that’s not 




Sanctions and often the fear of sanction prevented many of the cohort from sustaining 
employment. 
I lost my job because they took weeklies (take-aways) off me. The reason she (doctor) gave 
me was that I was getting two tablets, but I do be afraid to say anything, so I just gave up the 




As a mode of authoritarian governmentality, MMT endorses “practices and 
rationalities that will divide populations and exclude certain categories from the status of the 
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autonomous and rational person”, (Dean 1999:156). The over-extension of power precludes 
any choice for many MMT clients vis-à-vis their own treatment. With autonomy limited, a 
partnership dynamic between client and service provider is difficult to foster or sustain. 
Accountability, dignity, respect and participation, the foundations of rights-based treatment 
(SURIA 2017, Barrett 2010), are conspicuous by their absence. From my cohort, I 
encountered one client who was taking an alternative opioid substitution. In this case, it was 
suboxone, a drug not common in Ireland that acts as both an opiate antagonist and prevents 
withdrawals. Otherwise, every other participant was prescribed methadone. Participants 
articulated that they were offered no choice or input in their medication, treatment plans or 
strategies: 
No, I didn’t (get a choice), but I would have liked to be given options, you can do methadone, 
you can do a detox or some other way. It was only methadone maintenance; “Here you go, 
there's your script”, it wasn't like you can do A, B or C, it was you've no choice, here is your 
methadone. Davie 38. 
I have asked for other alternatives to methadone, but I've been told its methadone or nothing. 
Doctors are a lot more trouble to deal with than methadone in my experience. Lenny, 37. 
 
It doesn't fuckin happen. I'm on the clinic twenty-one years and I've never even heard of a 
care plan being mentioned. It all sounds great but it’s a load of bollox and that’s all I have to 
say about that. Paula, 41. 
 
 
Many of the cohort were aware that MMT habitually turns into a long-term treatment 
modality and therefore were resistant to enter into asymmetrical relationships, with little 
agency or autonomy into their own lives. 
I think it's worse, their whole solution is “just get them on a maintenance”. I felt I was 
pushed, people saying 'why don't you go on the methadone?”. And I was saying no way, I 
didn’t want to be on it my whole life, cos that’s what happens. Aaron 39. 
 
 





The doctor has me on a ridiculous dose, 115 mls. I have never been on so much, but the 
doctor says that being a drug addict is just like being a diabetic. You have medication to take 
and you have to take it. I have no say what I'm on, I'm told I can't detox. I'm not allowed. 
Ruth 41. 
 
The one time we (client and doctor) did speak was last week when I told her (doctor) I wanted 
to start coming down from the twenty (mls. of methadone). She said my brain was fucked and 
I wouldn't be able to handle it. Jazz 55. 
 
I knew there is some conditions, like I have to take HIV medication for the rest of my life, but 
I don't want to be going to clinics for the next twenty years. I mean when you say to a doctor 
you want to get off this stuff, he should do everything in his power to help you get there. 




Drawing from the data, the very essence of MMT, as a form of reducing illicit drug use, 
crime and the spread of bloodborne diseases appears to have transformed into a mode of 
coerced confinement, comprising of repressive and constraining practices that are sustained 
through control. When a harm reduction service operates in this way, it becomes increasingly 
clear that harm reduction is not buttressed by risk management in many Irish MMT services. 
Moreover, recent data collected by SURIA postulate a significant increase in punitive based 
strategies to police the conduct of MMT clients (CAN & SURIA 2018), further elucidating 
that MMT in Ireland will continue to employ punitive strategies as it struggles to escape the 
shadow of prohibition and abstinence-based harm reduction. Bennett (2011) suggests that 
MMT’s objective is to produce compliant, conforming and self-regulating subjects. As such, 
MMT may be viewed as a mode of controlling the uncontrollable and governing the 
ungovernable. The international evidence base suggests that MMT clients who are not 
sanctioned enjoy better outcomes than those subjected to punitive models, (Ward, Mattick 
and Hall 1998). My evidence substantiates this, with several participants claiming that 
services that are not underpinned by punitive rationalities and sanction are more efficacious 
in reducing harm and promoting recovery. This sentiment is echoed by Paula, who like a 
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number of the participants, was availing of two separate services; an MMT service and a 
Community Drugs Project. 
Well, here in (names community project), what I love about it is you're not judged, no matter 
where you are in your recovery. You can fuck up and you're not punished for it, so when you 
fuck up you don't need to hide it, there's no point. There are also educational courses, but they 
hire people who know what they're on about, not book learnt people. You respond better to 




Paula’s community project service is not underpinned by sanction, punishment and 
judgement. A corollary of this is a better response from clients, a partnership with service 
providers and therefore better outcomes. 
The clinic shows no dignity or respect. In the Project, though I feel like I'm valued, not like a 
number in the clinics. They use CRA (Community Reinforcement Approach) a lot here 
creating competition between drug use and abstinence and it's an eye opener, a partnership, 




This was a common theme with participants who were also availing of Community Drug 
Projects, that although affiliated to and funded by the HSE, appear to have an alternative 
operational ethos. Gerry is the manager of one such project and although there are some 
necessary rules predicated upon drug use on the premises and maintaining a safe environment 
for other clients, their philosophy vis-à-vis harm reduction and partnership differs from 
protocols adopted by most clinics and doctors involved in the study. 
There's no prerequisite here for total abstinence. You don't have to, and there is no rule that 
total abstinence is the goal of the project. The goal of the project is to reduce the harm caused 
by using street or illicit drugs. So, if someone comes to us using or buying benzodiazapam, 
we will try and develop a programme where people can get on the right dose and stabilised 




Community Drug Projects are usually Community Employment Schemes for recovering drug 
users. The standard model operates from Monday to Friday and is a confluence of recovery, 
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counselling employment skills and education. Although Community Drugs Projects do not 
prescribe methadone, many of their clientele are also MMT patients and therefore these 
Projects could be termed an adjunct service to MMT. Ancillary services, services in which 
the client can discuss issues and problems, for example, counselling and the use of care plans, 
can be integral to recovery for some clients. Many participants were critical of their MMT 
service while stating that the treatment they received from their Community Drugs Project 
promoted partnership, autonomy, dignity, respect and equality; the basic tenets of rights 
centred and holistic care. A number of participants contrasted MMT practices with this 
rights-based, non-punitive treatment they receive from their respective Community Drugs 
Projects: 
This community Drop in has provided me with somewhere safe to come down off my 
methadone. The structure helps too. The doctors are different, you don't even get a hello half 
the time. Your script is pre-written, and you’re just given it and shoved out the door. It would 
be nice if he (doctor) checked in and gave you five minutes of his time. Lisa 36. 
 
 
I started here in December, had major surgery February but I never used a drug... I think this 
place gives me the strength to do that. The CRA (Community Reinforcement Approach) and 
having something with a methadone programme really works for me, having structure, so the 
weekends I need to have structure. Robbie, 44. 
 
 
From a human rights perspective, MMT is, at the very least threatening the enjoyment of 
human rights for a significant portion of individuals. At worst, the modality is an explicit, 
direct contravention of several human rights instruments, many of which have been alluded to 
in Chapter Four. The significance of feeling controlled becomes prominent in the mapping of 
participant’s MMT trajectories and narratives regarding service provider’s practices of 
employing methadone as a strategy to police and govern the conduct of MMT clients. 
Methadone does what it says on the tin, reduces crime rates, keeps you stable, but when it's 
hung over your head as a threat you end up resenting the place and everything that comes 






Cohen (1984), defined social control as the organised practices that respond to 
deviants in order to establish order, define moral boundaries and monitor subjects using 
panoptic strategies. Control has been discussed, however the principal panoptic strategies that 
underpin MMT consist of ID cards for all clients, random urinalysis and the negation of 
privacy, a fundamental attribute of clinical care. Miller (2001) contends that MMT is a 
surveillance medicine, monitoring clients with minimum effort, while Keane (2003:232) 
posits that MMT is now a disciplinary regime predicated upon surveillance. The qualitative 
data substantiates both author’s postulations. When a clinic is aware of a client’s whereabouts 
on almost any given day, whether this is promulgated by supervised urinalysis and 
consumption of medication, visits to pharmacies, clinics, doctors, counsellors and specialists, 
it is unequivocal that the obligations of MMT are ubiquitous in the lives of clients 
propagating a life of surveillance and latent confinement. Participants spoke of being heroin 
free “but still in the loop” and “trapped”, with the traditional metaphor of MMT as “liquid 
handcuffs” being used, symbolic of being captured and perennially observed: 
It's not the methadone really, it's the baggage that comes with it, meeting doctors, giving 
urines, everything that comes with it. I was offered a free holiday there a while ago, we were 
making plans, the lot, then I realised all the shit I would have to go through to get away, 
script, medication and then I don't think they would even do it for me. So, I'm not free, even 
though I'm heroin free I'm still in the loop. Jason 44. 
 
Yeah, I feel controlled by the clinic, they know everything about me, where I am going to be 
at certain times, it's like a camera in the sky. Gerard 1, 41. 
 
When I say liquid handcuffs, I mean the having to go to my clinic every week for my script, 
having to go to the chemist every day, I mean what if I was on holidays and something like 




Some maintained their lives were consumed by the stipulations and obligations of their 
MMT, with the everyday commitments of their care impeding and obstructing familial 
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commitments. As such, many felt their lives were not their own, that their freedom had been 
forfeited, in particular, those who had contracted blood-borne viruses due to drug use, which 
was a common corollary for a number of the cohort: 
…having HIV and HEP C, my life was being consumed going to the clinic, giving urines, 
coming out of clinics to appointments, that's what it became, coming out of the clinic, trying 
to the care of my daughter, it was just like using drugs. I didn't feel any freedom. I suppose at 
first it did give me a chance to get stabilized, I got my methadone in one place and seen my 




Helen’s point regarding blood-borne diseases is particularly pertinent to research 
predicated on heroin use. Drawing from the genealogical inquiry, it is generally accepted that 
HIV/AIDS ushered in a new public health response to drug use, (Butler & Mayock 2005, 
Kiely & Egan 2000). Far from being a compassionate strategy with the well-being of drug 
user at its core, the primary motivating factor for introducing harm reduction and MMT was 
containing and monitoring a little-known virus, by controlling the “carriers” of the virus, 
(Butler & Mayock 2005). A cost-benefit analysis vis-à-vis the dangers of drug use and the 
risk of HIV/AIDS spreading beyond high-risk populations fast tracked MMT, (Kiely & Egan 
2000). Internationally, many countries had already adopted harm reduction mechanisms and 
therefore had experience of the non-judgemental, value neutral strategies the model endorses. 
From an Irish perspective, however, the epistemic change was abrupt and for many, difficult 
to comprehend and accept, (Butler 1991, 2002). The data suggests that the rapid, hasty 
introduction of MMT and the covert implementation of the model (Butler & Mayock 2005) 
still informs biopower, monitoring and surveillance within contemporary MMT initiatives in 
Ireland, (Carlin 2005, Bingham & Van Hout 2011). The practice of keeping identity cards in 
pharmacies and a central list of MMT clients in Trinity Court Dublin further perpetuated the 
disposition that MMT is a panoptic instrument. 
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I feel monitored, my photo and card in a chemist, being treated like a child, I'm very 
uncomfortable with it. Sinead, 33. 
 
 
Addicts are classed as liars, so we are treated differently to other health clients. I never knew 
all my details are kept on a database and that there is an I.D card. You do feel kind of under 
surveillance and that the control of your life is taken away from you. Considering recovery is 
supposed to be liberating, it is a bit of a contradiction. Lisa 36. 
 
 
This is made manifest in Lisa’s quote, however a closer examination of the nuances of the 
quote, in particular, “your life is taken away from you” further explicates how being an MMT 
client can make one feel controlled and “watched”, synonymous with being in prison. 
To a certain extent, yeah you do feel watched. I was going on holiday and they wanted to see 
tickets and stuff to prove it. I got a bit annoyed. Jazz 55. 
 
 
No, I wasn't (aware). That shocks me really and it does just show, that like prison, we're just 
numbers, when you think of your card in the chemist and that anyone could read this, like not 
even medical professionals, cleaners anyone. Paula 41. 
 
 
Many made comparisons with prison, such was the exertion being observed had on their 
lives, as MMT was advanced as a jailer without bars, or as discussed, a mode of latent 
confinement. 
I grew to hate the treatment I got in the clinic, it was very unfair, but as I say I have been 
treated like this all my life, in prison, in the schools, the clinics were the same, being watched, 
same shit, different place. John Brown, 45. 
 
 
The efficacy of panopticism is underpinned by the latent threat of possible observation, which 
advances the corollary of transforming the client into a guardian of themselves, (Miller 
2001). As such, control and surveillance can often require little input from services. 
Moreover, the onus is on the client to earn, maintain and sustain takeaways and other 
entitlements, either through urinalysis or presentation. Clients are cognisant that their 
treatment is dependent on their conduct and ability to be a self-guardian, abiding by a 
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I feel you have to make an effort going to the doctor, make sure I'm shaved, washed, best foot 
forward. I try be polite, on time everything. I feel I have to, she has all the power, she can tell 
me to go at any time. This is how I feel going to the doctor. Joseph, 36. 
As for dignity and respect, me bollix. One dirty urine, the takeaway is gone, even if you have 
months of clean urines. Really, with the amount of urines, clean urines that I've given, I 




As such, control and surveillance remain central to treatment. The threat and impermanence 
of treatment are ubiquitous, with entitlements, trust and progress precarious and unstable. 
5.6 Us and Them, The Great Divide and Perceived Vindictiveness: 
 
 
Harris & McElrath (2012) postulate how being surveyed, controlled and sanctioned 
can perpetuate the “us and them” rationalities that are often prevalent in MMT facilities. Both 
authors claim an adversarial relationship can develop between clients and staff, negating and 
damaging any prospect of the partnership approach that is crucial in rights-based treatment. 
Within a public-health care facility in which carceral responses are frequently reported, 
partnership is rare, co-production literally non-existent as clients begin to perceive clinical 
staff as agents of disciplinary power. In the case of MMT, with its characteristically 
asymmetrical power relationships between providers and clients, sanctions and punitive 
measures can have an adverse impact on the rationalities and dispositions of the client. Many 
view sanctions as too rigid and begin to resent their service providers. 
The rules are very severe, and they put obstacles in your way. I mean I knew people that went 
in for help and they end up getting their kids taken off them. Rather than help them when they 
were struggling, they got their kids taken off them, and this gets around, so people say fuck 
all or stay away totally. Jenna 45. 
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This (names individual with authority in methadone services) one has always had it for me. 
S/he makes calls on the client’s recovery without even seeing the client. So, it doesn't matter 
how you present yourself, your urine, or anything, the doctor you are seeing has no power, 
s/he has already made the decision. And I feel s/he has it in for me, maybe it's the years I'm 
around and s/he's sick of the sight of me, but I feel s/he doesn't treat me fairly. Jason 44. 
 
 
Jock Young’s “Sociology of Vindictiveness”, (2003, 2007) is a radical, provocative theory, in 
which he states that conflict or gazes between taxpayers and welfare recipients routinely 
result in a villainization, a vilification or a denigration of the welfare recipient, which 
arguably surpasses simple disdain or contempt. Wincup & Monaghan (2016) & Grover 
(2010) suggest that implicit societal vindictiveness informs contemporary drug and welfare 
policy. However, in my view the intentionality that allegedly informs Young’s frameworks is 
difficult to confirm and substantiate. Notwithstanding this, the data demonstrates that service 
user experiences are replete with perceived vindictiveness and othering. As such, the client 
claims that vindictiveness underpins many of the clinic’s sanctions or disciplinary strategies. 
The harms of perceived vindictiveness can cause one to lose self-esteem, confidence and the 
sense of achievement that are vital in recovery. As opposed to encouragement and support, 
clients often feel they are being interrogated, scrutinised and demeaned, as the therapeutic 
relationship fails to transpire. In addition, it was often observed that clients began to doubt 
their own progress, identity and appearance. 
It was like an interrogation. He knew I couldn't go without the prescription. He'd say "right, 
what have you been up to all week, what drugs have you been taking'. He'd say things like 
'look at the state of you... what are you on'. It got to stage that I knew he'd never believe me, it 
was like chasing your own tail. And when you fell silent, cause these were regular 
conversations, he'd say things like, “has the cat got your tongue?”. I started to even question 
myself, I'd be saying to people “do I look OK, do I look like I'm on drugs?”. I was started to 
question myself... what I looked like. Niall, 46. 
I genuinely believe that the doctor was sadistic, she was deliberately cruel. I remember she hit 
me across the face with a newspaper, humiliating me. She played God with all the patient's 
lives. Lenny, 37. 
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Under the auspices of clinical practice, many of the regulations, procedures and obligations 
which are employed by services have the effect of dehumanising an already vulnerable, 
marginalised populace, (Mayock et al. 2018). Valentine (2007:497) suggests a dehumanising 
process or “radical change” in patients who engage with MMT services. However, this 
research suggests that methadone, as a medication is not the agent of dehumanisation. Rather, 
the practices and strategies employed by services are considered the primary factor in latently 
revoking the agency and liberty of the client, resulting in ontological and existential 
insecurities. Bennett (2011) contends that MMT was not considered by critics to be a “curer” 
of addiction, instead, it was a modality that maintained addiction, clients were still considered 
addicts and were treated as so. My own study concurs with this Australian study, as I have 
identified analogous and sometimes identical themes from MMT clients. As such, similar 
experiences and narratives were made manifest, with both populations alluding to almost 
identical assumptions. Many participants articulating that they still felt and were treated like 
“junkies” despite their status as MMT clients. 
The thing I hate about going into the clinic is the pharmacists, they just see us as heroin 
addicts, junkies, handbag snatchers, that we're sticking gizmos (used hypodermic syringes) 
into people's necks, that's wrong, there's one of the nurses that I refuse to see because of her 
attitude. Gerard 41. 
 
 
When you're treated badly for that long, you just get used to it... same shit, different day. We 
should be treated the same as any patient. It's the media and how service users are seen. 
Methadone is seen as legal heroin. Jazz, 55 
 
 
Yeah, even being or methadone, you're still looked on as a junkie, a mugger, criminal, 
scumbag or whatever, still tarred with the same brush. A junkie. Audrey, 40. 
 
No matter how many clean urines I give I still feel like a junkie, I'm still dependent on a drug 
that I need every day. Even when I go down to the doctor with my kids, I feel the doctors do 
be looking down on me. Linda, 35. 
 
As panoptic mechanisms and surveillance perpetuate a demarcation between clients and staff, 
the practice of installing cameras to police the conduct of patient’s as they enter the vicinity 
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of clinics reinforces the binary of “us and them”. Bennett’s (2011) hypothesis of MMT as a 
mechanism of “Disciplining the Addict” has been discussed, however, the installation of 
camera’s further extends the gaze of the clinic, and thus allows for further regulation, 
observation and control. The installation of cameras at many clinics fosters additional 
mistrust, with the behaviour and conduct of clients now under scrutiny before they enter the 
premises of the clinic. 
In my clinic, there was cameras outside, you had to be out of the area straight away this was 




As such, the monitoring and controlling mechanisms now commence as the client makes his 
or her journey to the clinic, no longer are sanctions and interdiction confined to clinic 
premises, they extend into public places and spaces. Grover (2010) and Wincup & Monaghan 
(2016) have articulated that the rationalities that underpinned the welfare state, genuine 
financial need and well-being, have been supplanted with neoliberal governance regimes that 
link behaviour and deservedness to social assistance. Cameras and surveillance perpetuate 
these claims and many clinics now install cameras on surrounding streets and areas, with 
intense security measures at the immediate entrances to clinics. For instance, a city clinic 
recently installed security measures at the entrance of the clinic, presumably a reflection on 
how service users are perceived in that clinic. The security system involves the removal of 
belts, emptying of pockets and walking through a scanning machine, identical to the security 
one might expect in an airport or in a high-security conscious embassy. These aggressive, 
invasive surveillance modalities do little to contravene perceived vindictiveness and othering, 
instead, they inform an often-hostile patient base, with clients postulating the dehumanisation 
that cameras and intense security measures can instil. 
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Bringing someone into an environment like you see in Clinic A, it puts the fear of God into 
lads. Also, you walk in there and you see the level of security. You know there's no trust, you 
can tell what they think of you, what they think you're capable of doing. And if you're treated 
like that, that’s the way you're going behave. Robbie 44. 
Clinic X (City centre clinic) is worse than going through an airport with the security, and it 
creates a bad vibe, been treated like that before you even enter the clinic. Treated like animals 
and criminals. Jason 44. 
Walking straight in and seeing all the metal detectors doesn't exactly make you feel like 
you're going to be treated well. I mean there's no need for the metal detectors, not with all the 
cameras everywhere. Audrey, 40. 
 
Yeah, I don't like it, this morning I got it worse than usual. I had to place my bag in the 
machine thing, empty my pockets, it's not nice been treated like that. Steph, 41. 
 
 
These searches by employees from security firms quickly dehumanise the service user, 
symbolising authority and reinforcing the rationality that the client is an individual that needs 
to be transformed, needs to be disciplined and poses a threat. Considering many clients are 
forced to undergo this dehumanising practice every day, a binary of normal and abnormal, 
deviant and safe, suspect and innocent is immediately and explicitly implied. Many 
participants reported being sanctioned due to camera footage of their activities in the vicinity 
of the clinic. Other participants discussed having their treatment terminated due to perceived 
criminal behaviour outside the clinic premises. Services employed these sanctions without 
seeking recourse or input from the Gardai. 
Some places you can't even hand a cigarette paper, or you will be thrown off. The police don't 
be got involved, the clinic acts like they can make decisions on legal matters. John Brown, 45 
 
I was thrown off for two months for suspicion of dealing, they showed me the stills (photos), 
but they didn't prove anything, but I was still put off. They wouldn’t listen to what I had to 
say or my side of the story, just put me off with a day’s notice. Gerard 1, 41. 
 
I've been put on “low dose”8 a few times. I was caught buying tablets, but who are they to 
charge me they're not the police. They seen me on the cameras a bit away from the clinic. In a 
way, it was my own fault. I shouldn't have been buying tablets. But I was put on a low dose 





8 See appendix 5. Low dose is 20 mls. of methadone daily for up to six months, a sanction that can have 
extremely harmful outcomes in the life of the MMT client and contravenes much of the international evidence 
base, (Ward, Mattick & Hall 1998). 
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Notwithstanding the overextension of power (Snoek and Fry 2015), a clinic’s sole purpose is 
to oversee methadone treatment. Sanctioning clients who have allegedly broken the law, in 
what is a classic example of Authoritarian Governmentality (Dean 1999), is beyond the 
authority of a clinic’s care and responsibility. Again, services are seen to be “governing too 
much”, (Foucault 2008:74), as clinics literally take the law into their own hands. 
Empirical evidence exhibits that Irish MMT services are continuing to employ 
punitive sanctions, underpinned by urinalysis and enforced within a reward and punishment 
paradigm, (CAN & SURIA 2018). Indeed, since 2012, there has been a significant increase in 
sanctions and urinalysis, (Ibid.). Despite the international evidence highlighting the 
incompetence of sanctions in fostering positive outcomes (Ward, Mattick & Hall 1998, 
Farrell & Barry 2010), it seems services are persisting in employing strategies underpinned 
by contingency management, with vital medication advanced as the instrument to control and 
shape the conduct of clients. With the current guidelines apropos opioid substitution therapy 
still advocating for the continued utilisation of these practices, all stakeholders involved in 
MMT have had their practices validated, (HSE 2016). Therefore, any change to current 




With addiction now perceived as a major public health issue and MMT the hegemonic 
Irish clinical response (EMCDDA 2017, 2018), one would expect a level of choice, 
transparency, accountability, autonomy, equality and rights. However, the reported narratives 
of many clients did not correspond with the rationality of MMT as a rights-based, liberating 
mode of recovery. The lack of partnership, autonomy and agency separates MMT from any 
other commensurate public health service in Ireland and amplifies the different strategies and 
technologies of governance that are employed to police the conduct of MMT service users. 
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Rights-based treatment is inimical to control, surveillance, sanctions, fear and a lack of 
agency and autonomy. With “technologies of regulation, surveillance and responsibilities” 
(Fraser & Valentine 2008:116), now synonymous with Irish MMT, these practices have the 
propensity to coerce drug service users into non-liberated subjects of disciplinary, biopolitical 
and sovereign power, indicative of authoritarian governmentality regimes. 
The lack of agency that has been made manifest by the qualitative data presented here 
also precludes that implementation of a partnership dynamic within therapeutic relationships 
between the service user and provider, inhibiting the development of healthy alliances and 
therefore positive outcomes. For some clients, the mandatory obligations, restrictions and 
interdictions perpetuate a recovery model that shares little in common with the original 
protocol and rationale of Dole & Nyswander, (1965, 1980). The Irish experience of MMT has 
traditionally differed from that practised in other regions, (O’ Sullivan 2009). Although the 
State uncharacteristically acted promptly, introducing methadone in 1969, it was predicated 
upon low doses and rapid detoxification, (Keenan 2002). The data suggests that current 
discursive practices have evolved very little since the inception of Irish opioid substitution 
therapy. Pre-determined dosing practices and abstinence are still valorised by the model and a 
poor understanding of the rhetoric and underpinning philosophy of harm reduction is still 
manifest in much of the data. 
The data captures the panoptic, controlling practices that are inherent within Irish 
MMT. Rights-based treatment should translate as mechanisms or practices underpinned by 
mutual respect between client and service provider, advancing dynamic, symmetrical 
relationships between rights holders and duty bearers. This undoubtedly cannot be achieved 
in a modality that employs perennial reward and sanction mechanisms in order to sustain 
control over clients. As drug use is often co-related to criminality, I argue that this need to 
control is borne from a need to subtly punish, constrain and govern. Drug users and MMT 
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clients are an example of a population that according to Dean (1999), do not possess the 
necessary attribute to be governed in the same way as the majority of society. Instead, control 
is elicited through authoritarian governmentality, specifically biopolitical, disciplinary and 
sovereign power modalities, (Ibid.). Moreover, authoritarian governmentality is predicated on 
the disposition that clients lack the necessary attributes to conduct themselves in accordance 
with hegemonic rationalities and norms. Thus, aggressive interventions into the lives of 
clients is advanced, as clients are expected to be passive recipients of public health. As such, 
the potential return of agency and freedom that MMT ostensibly facilitates is precluded by 
the aggressive strategies adopted by methadone clinics. Agency is now disallowed by the 
invasive tactics of control and surveillance employed by MMT services. Based on Cohen’s 







Methadonia: Navigating a Truth Regime. 
 
This chapter will explicate how MMT clients attempt to exercise agency within what 
has been expounded as an invasive truth regime, while also delineating the patient’s 
negotiation of MMT as a nexus of practices, obligations, interdictions and controlling 
technologies. “Methadonia”, a neologism that was adopted by a respondent to describe the 
lived experience of the MMT client, is employed here to define a regime of truth that is 
sustained by the intersection of discursive practices and games of truth, coalescing with 
strategic games as an avenue for agency, autonomy or resistance. As a neoliberal political 
technology, Methadonia does not always seize the individual and enforce truths. Rather aims 
and objectives are “held out as technologies of the self” by this regime of power, as 
conformity is coerced propagating the rationality that clients are playing an active role in 
their own recovery, (Garland 1997:175, Li 2007, Lemke 2001, Foucault 2008). As such, they 
are free subjects, however, this freedom is latently but heavily regulated, and their agency 
discreetly directed. This previously discussed form of governmentality utilises norms, habits 
and tactics to police the conduct of populations by allowing subjects to exercise restricted 
agency that reinforces particular practices that align with the particular regime’s objectives, 
(Foucault 1986, 1991). It is this “netherworld”, within which clients are “neither addicted nor 
autonomous” (Valentine 2007:497), that the client must negotiate in order to achieve their 
own personal ends and objectives. This chapter will elucidate how clients attempt this within 
the power/knowledge dichotomy that is Methadonia. 
Lorenzini (2013:2) explicates a regime of truth as the formation of “a corpus of 
knowledge, techniques and scientific discourses that become entangled with the practice of 
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the power to punish”. Truth is underpinned by the valorisation of technologies, sanctions and 
behaviours and is elicited and sustained by disciplinary power. Contemporary truth regimes 
are comprised of specific rationalities practised by those in authority. They are rarely 
universal and are usually bound by spatial, moral and political conditions and contexts. 
Moreover, as these rationalities change, truth must also adhere to these changes, (McKee 
2009, Li 2007). Notwithstanding the fact that truth is subjective, truth regimes are also bound 
within the thin dichotomy of knowledge and power, morally guiding subjects by espousing its 
concomitant ethical standards, norms and roles. Employing a “Regime of Truth” paradigm to 
MMT is an effective method of exploring the constructed reality that it forms, in which 
subjectivities are both created and shaped. Drawing from Hacking’s “Making up People” 
(1986) and Historical Ontology (2004) concepts and frameworks, this reality is created by a 
combination of the practices and dispositions of experts from ‘above’ and must be negotiated 
by agents from ‘below’, (Hacking 1986, Fraser & Valentine 2008). This “Regime of Truth” 
emanates from these discourse experts and informs the behaviours, strategies and “games of 
truth” that clients must adopt if one is to successfully navigate this plethora of conditions and 
interdictions, which have been shown to be inexorably linked to control and oppressive 
strategies that are often latent within MMT services. Games of truth are “a set of rules by 
which truth is produced” (Foucault and Rabinow 2000:297). Tactics and strategies 
(discursive practices) employed to determine and navigate truth differ depending on the place 
and context, (Rabinow & Rose 2003). Pertinent to MMT, the discourse experts who elicit and 
sustain truths often reinforce middle-class influence and values as hegemonic, (Fraser & 
Valentine 2008, Miller 2001, Bennett 2011). Moreover, these truths rarely correspond with 
the subjectivities of social actors who are situated in the lower echelons of the socio- 
economic spectrum, the social strata synonymous with MMT in Ireland, (O’ Higgins 1998, 
Punch 2005). What results is a disparity of contradictory and contrasting dispositions as to 
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what recovery or progression, and fundamentally MMT implies. Hence, Methadonia 
propagates an almost dramaturgical “scene”, where middle-class mores suppress the client’s 
agency, promulgating a strategic field that facilitates these games of truth. In the case of 
Methadonia, this conflicting process reinforces binaries of right and wrong, success and 
failure, true and false and valid and invalid. The often creates an anomic sphere, in which 
clients must be seen to be striving to meet objectives, aims and goals perpetuated by middle- 
class professionals. These technologies of power intersect with technologies of the self, 
producing a social arena or lifeworld and advancing strategic games and nuanced role- 
playing. Ning (2005) elaborates on the games of truth that permeate Methadonia, capturing 
the complex contradictions and class disparities that are made manifest in the relationships 
between staff and clients. Some of the valorised ideologies of staff which propagate anomic 
responses are often those predicated upon harm reduction, recovery, recovery capital, 
employment and gender roles. Due to the asymmetrical power imbalances and mechanisms 
of control that have been shown to permeate MMT mechanisms and services, strategic games 
can be a complex assemblage of actions and reactions, with resistance often concealed in 
conforming practices. The concept and neologism of Methadonia will now be adopted to 
delineate the effects of these mismatches of values in a therapeutic setting. As will be 
postulated, it is primarily the expert’s dispositions that are hegemonic in defining successful 
MMT. As such, the emphasis rests on the client to adapt and in some cases perform, in order 
to successfully negotiate the ontological construct of Methadonia. 
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6.2 Methadonia: An Overview: 
 
We have created a clinic nature, this state of 'Methadonia' where your life literally goes on 




Gerry is the manager of a Community Drugs Project. His neologism “Methadonia” explicates 
the power/knowledge binary that underpins contemporary Irish MMT mechanisms. 
Contemporary Irish research has explicated how using Irish MMT services can be an onerous 
and complex life experience with few clients achieving the anticipated rehabilitation journey, 
(Mayock et al. 2018, Moran et al. 2018). My research amplifies service user perspectives 
advancing a view of MMT as a conflicting recovery mechanism that restricts agency. 
Furthermore, within Methadonia, many of the participants postulated that clinical staff 
ostensibly hold negative suppositions regarding the client’s competence and basic intellect. 
For me, I found that even GAs (General Assistants) looked at the people using the services as 
a sub-species. I mean I remember a doctor saying, “why are you using drugs, you seem like 
you're reasonably intelligent?”. He was linking intelligence to drug use. Like I must be stupid 
if I am using drugs. Niall, 46. 
 
….. they (services) seem to think that because I'm on methadone that I must be stupid or 
lacking in intelligence. I find this offensive sometimes. People seem to think that if you were 
on drugs you can't read a book. I think most people's attitude is that a heroin addict is a person 




For some, following the necessary protocols is often a prerequisite for suspicion and distrust, 
such is the level of confidence in the client’s ability or desire to change. When the client’s 
conduct begins to elicit change, the default response is often scepticism. 
The doctor I am under, I would say I have seen her about three times. I'm on a clinic so I don't 
need to get a script. I was on weeklies, but they took them off me because I was getting two 
Valium. I think it was to keep an eye on me because I was after starting to give clean urines 
for the first time in ten years, so they took weeklies off me, they thought I was giving bogeys 
(false urinalysis). Gerard, 54. 
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You can't get counselling anymore, you used to be able to. Sometimes I feel we get treated 
like animals. You’re just told what’s going on. I got accused of giving seventeen diluted 
urines, I drink loads of tea. They couldn’t believe they were clean. My argument to them was 
why wait ‘til seventeen, why didn't someone just pull me earlier. It's like they're are looking 
for issues. That's how it feels anyway. Keith. 
 
 
Within this paradigm, in which a client is sanctioned for the use of illicit drugs, in 
conjunction with having progression questioned when testing suggests the client is abstaining 
from illicit drugs, clients often choose to have as little interaction with clinical staff as 
possible. Furthermore, many do not enjoy or attempt to advance any rapport. Their treatment 
consists of the provision of a urine sample, getting their prescription and leaving. 
My current doctor, we don’t talk about anything, shite talk about football or whatever, but he 
wouldn’t ask how I was or anything…….its urine, script and out the door, but this doesn’t 
bother me. I wouldn’t speak to him about personal stuff anyway, to be honest. Mick, 37. 
You don't see the doctor. The receptionist gives you a bottle, you do your bit and put it in a 
tray. The doctor comes in, you hope she'll be there for 10, but it could be later. She gives you 
the script and you're out the door. There's no conversation. She knows my name but she 




This strategy to negotiate Methadonia adopts engaging as little as possible, with the client’s 
prescription their primary or sole objective. Care plans, quality of life and meaningful review 
of treatment progression are no longer considered relevant to the service user. Methadonia is 
the tangible public sphere where the disparities that are perceived to exist between services 
and clients translate into action. These dynamics, when practised alongside aggressive, harsh 
interventions and sanctions often exacerbate and precipitate client’s dispositions that services 
have little interest in their welfare and recovery. Clinical staff are perceived as agents of 
disciplinary power with little interest and compassion vis-à-vis the welfare of clients: 
The clinics and doctors don't help you, they get in the way, no empathy, no discussion. 
Doctors aren't there for the person, just the cheque. I've never been offered anything to do 
with recovery. I've no positive experiences of any drug services. Jazz 55. 
Look, no matter where you were born or what you done, we all mistakes, we're all human at 
end of the day……I treat doctors with manners and respect and I expect the same. If my 
urines dirty, it's dirty, but I still expect to be at least treated right, but they’re ignorant. Some 
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of the pharmacists from our clinic, when they come out of the clinic, they wouldn't give you 
the time of the day, wouldn't even say hello. Gerard 1, 41. 
I remember Dublin Bus were going on strike, people who lived far away from the clinics were 
panicking and asking the staff what they were going to do, was there going to be takeaways or 
what. What we were told was basically they didn't care, if you weren't there you wouldn't be 
getting any phy (methadone). Jason, 44. 
 
 
Butler’s work suggests that many MMT services were not sympathetic to the plight of the 
heroin user at the time of the adoption of the 1998 Methadone Protocol, (2002a:4). Many of 
the narratives suggest that these rationalities still permeate MMT services. Bourgois 
(2000:164) elucidates that MMT had become a “hostile exercise”, engendering an 
unproductive public health mechanism. From a service user perspective, almost every 
participant articulated that this was the case, delineating a social system replete with 
frustration, suspicion and anger: 
And you're in the middle of this, with nurses standing behind double, triple glazed windows 
who can't hear you. It's frustrating when you're trying to get a point across, but you don't 
obviously want to be punished. Jazz 55. 
 
 
There’s one nurse I refuse to see because of how she treats me. I’d rather wait for the other 
girl to finish, because if I say anything, it's me kicking off, I’m the one who will find myself 
in trouble, I’d be punished. Gerard 1, 41. 
 
 
Within such an arena, treatment modalities and strategies are often perceived as unjust and 
unnecessary. Moreover, the fissure that develops between staff and client informs an 
infantilization of service users, many of whom articulate that clinics treat them as less than 
human or in need of contractual obligation to elicit conduct that aligns with “normal human 
beings”: 
I did have to sign contracts in the doctors and chemists that I wouldn't argue, shoplift, cause 
arguments, basically that I would act like a normal human being. It's a bit degrading because 
my word should be enough and why would I not act like a normal customer or patient, so no 
it's not nice. Lisa, 36. 
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This dehumanising of populations facilitates and creates the precarious “us and them” 
dynamics discussed, with clients expected to be passive recipients and not co-producers of 
their own treatment plan. Control and sanction are difficult to implement alongside respect 
and dignity. Agents of disciplinary power, some of which is opined to be invoked unfairly, 
are not conducive with positive therapeutic relationships. 
I don't think I've always been treated with dignity and respect, especially in the clinics, giving 
urines while been supervised by a woman. If the people understood that it is difficult to go 
(urinate) when you’re on methadone, never mind if people are watching, which they should 




Disregarding the claims apropos the lack of dignity and respect, and the practice of women 
supervising men’s urine samples, Mike’s delineation of service providers as “these people” 
and “so-called experts” makes manifest the disregard and disdain in which he holds his 
service providers. The partnership between specialist and patient which is vital to quality 
public health care (Peterson & Lupton 1996), is absent. Drawing from the qualitative data, 
infantilization is a corollary of being continuously suspected of lying and cheating, while 
simultaneously being governed by technologies of authoritarian governmentality, (Dean 
1999). Jazz is a middle-aged man, he speaks of having his “wrists slapped” and being “sent 
downstairs”, due to raising his voice “over a certain decibel”. Being sent “downstairs” in 
Jazz’s clinic is a disciplinary measure, with “downstairs” an area of the clinic reserved for 
troublesome clients.  Another participant highlights being “treated like a child” and 
prescribed a short detoxification due to poly-drug use, a common occurrence in MMT. As 
opposed to being offered meaningful clinical or medical assistance, while Audrey was 
requested to commence recording her drug use in a diary. Lenny alludes to be treated like an 
“animal”, “clobbered across the back of the head” and being treated “like (a) seven-year-old”. 
Lenny is 37, Audrey 40 and Jazz 55: 
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I mean if you raised your voice over a certain decibel, you'd be sat downstairs (punishment in 
this clinic), with slapped wrists and a reduced dose. I admit it, I was annoyed, but I wasn't 
steaming anyway. I got thrown downstairs, just for raising my voice. The drug services I have 
been on haven't really improved my life. It's just 'here's your methadone, take it and shut up”. 
That's how it feels anyway. Jazz, 55. 
I give two urines a week and they're spotless, the reason why they won't give me takeaways is 
cause there's benzos in my urines, but they don't help me with that either so it’s just this going 
around in circles. They gave me a seven-day detox and a diary of what I was doing every day 
like a child. Audrey, 40. 
I sat in the wrong seat and she (doctor) clobbered me across the back of the head, her face 
was all red and she was irate. She treated us all like children, like seven-year-olds. I 




Sinead1 recalls some of the measures employed by her pharmacist, who one must recall play 
a prominent role in MMT provision, following an accidental spillage of medication. Their 
response illustrate and reinforce the mistrust and suspicion of clients, while simultaneously 
highlighting the dehumanising and infantilising practices that are often adopted within 
Methadonia: 
I was after spilling methadone in my college bag and I had to bring in the pages with 
methadone all over them, so they would believe me. The time I spilled the methadone was 
embarrassing. I mean the chemist is open plan and they were taking photos of the pages and 
that, it was embarrassing. Several of my colleagues who are not aware of my methadone use 
also use the chemist so it was nerve-racking and totally unnecessary. Sinead1, 33. 
 
Interviewees stipulated how the everyday ritual of visiting clinics, doctors, pharmacists etc. 
advanced a Kafkaesque, mundane existence of routine, order and procedure. Fraser and 
Valentine (2008:91) discuss how the simple, neutral activity of queuing is inferentially 
related to activities, practices and obligations of those situated in the lower-class strata 
synonymous with heroin use. In addition, the symbolism of the act of queueing is a physical 
embodiment of the lifestyle perpetuated by Methadonia, a tangible gaze of power and 
knowledge in action: 
The lifestyle of a clinic, where you have to be there at a certain time, if you're not there, you 
don't get your methadone, queuing all the time, giving urines ....... it just robs you of your 




I didn't get a chance to read any terms or conditions or rules. My understanding was you 
arranged a time to be there, you stood in a queue and you got your cup, drank it and got out of 
there. Like going into a prison, metal detectors, getting searched, queuing, waiting around. 
You have to attend religiously, every day. And you have to abide with what they say. You do 
be worried they could stop your phy. You need to be aware of dates and times, that you’re not 
late. You'd be scared that you wouldn’t get it (your prescription). Jazz, 55. 
 
 
Both participants epitomise Bourgois’ MMT subject who is inter alia, disciplined and 
addicted, yet heroin free, (2000). Within such a challenging public health system, many 
respondents employed an ensemble of games of truth and strategic games in order to achieve 
particular ends when they did not correspond with those of providers. Participants spoke of 
consciously using heroin in order to prevent service providers whose philosophies were 
entrenched in abstinence from reducing their methadone dose. Again, the objectives of 
service professionals are seen to supplant the needs, ends, objectives and choice of service 
users: 
As soon as you show that you're in any way stable they want you to come down (detox). I 
even remember using heroin, purposely so they wouldn't think I was doing OK and just leave 
me be on the dose I'm on. Johnny 43. 
You have to exaggerate your drug use to get a proper amount of methadone, they’re always 





Within the cohort there is a minority who acknowledged that they are not ready for 
abstinence, nor do they desire to discontinue their heroin use. As such, they are accessing 
services from the perspective of evidence-based harm reduction. For these clients, it is the 
harms and risks related to continuous drug use which are important, (Miller 2001, Single 
1995, Newcombe 1992). However, due to the prevailing abstinence logic within Irish MMT 
services and discourse, these clients must enter into strategic games with clinical staff in 
order to advance their objective of continuing to use heroin: 
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I just use a different drug, extra phy (methadone), tablets whatever. And, if I really want to 
use heroin, there's always a way around it…Jason, 44. 
 
 
I was on phy (methadone) before heroin, would you believe. I would smoke heroin and give 
dirty urines to get put on a maintenance. That way I seen it as a free stone every day. You got 
to remember I was a single mother and was struggling, so I seen this as a crutch I suppose to 
make it easier. A free stone in a way cos the phy was still getting me stoned (methadone can 
cause euphoric, mood-altering effects for individuals who have not yet built up a tolerance to 
opiates). I was homeless as well. Sharon, 37. 
 
 
To negotiate a regime underpinned by norms, conditions and truths propagated by discourse 
experts with predisposed dispositions regarding harm reduction and service users, many 
respondents elucidated an ensemble of tactics within a domination and resistance paradigm, 
in order to advance their objectives and particular ends. This disconnect between service 




6.3 Subjectification and Identity in Methadonia: 
 
Subjectification concerns itself with the intertwining processes that occur 
simultaneously, as the subject is shaped by different anatomised sources of power while 
exercising agency, however limited, in order to navigate technologies and power regimes 
with the objective of achieving particular and personal ends, (Foucault 1982, 1984). Hence, 
although power is ubiquitous within human interaction, the subjectification process is never 
fixed or static. As such, it can engender perennial, subtle development, as the subject attempts 
to traverse constraint and sustain and exhibit conduct that will elicit reward. Foucault 
discussed how “truth games” inform how “humans develop knowledge about themselves”, 
(Foucault & Rabinow 2000:224). As such, the subjectification process is dependent on 
external forces and is not exclusive to agency. In this case, it is the restriction and constraint 
of a disciplinary regime that engenders the subject’s self-identity. Underpinned by Foucault’s 
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definition of the subject as both a controlled and self-aware individual (1982), Fraser and 
Valentine (2008:115) cogently employ Hacking’s (1986) framework to analyse how “new 
kinds of individuals are created, both through the action of people ‘from below’ and the 
effects of expert discourses ‘from above’”. The process of Making Up People (Hacking 1986) 
engenders a ‘space’ between agency and constraint, where identities are formed and 
modified. Both (Valentine and Fraser 2008) draw from Hacking’s hypothesis (1986, 1994, 
2004) of dynamic nominalism, in which he posits that society classifies new social groups in 
which the subjects who are classified “in certain ways tend to grow into the ways they are 
described”, (Hacking 1995:21). The asymmetrical power relationships that have been 
demonstrated to be inherent within MMT often propagate this pre-determined identification 
and subjectification adaption. As discussed, many participants testified to participating in 
strategic games. For others, however, identity is a reaction, as opposed to a strategy in the 
navigating of the system. 
As the subjectification process and the creation of new identities facilitates the 
emergence of binaries within MMT; good/bad, addicted/autonomous, stable/chaotic, 
(Valentine 2007:497), the language employed by clinical staff can be a powerful antecedent 
to identity formation. The propensity to utilise the dirty/clean binary to label the client who 
has provided a positive or negative urine sample is but one of many binaries that are 
facilitated by the Making Up People paradigm within the highly structured regime of MMT. 
 
We're calling ourselves clean and dirty, we shouldn't be labelling ourselves like this, but it’s 
the clinics, they put that into, your urine is either clean or dirty, and that’s how you’re treated. 
Jenna, 45. 
 
That’s' what they do to you with this dirty and clean talk. It's not as bad as it used to be but it's 
still there. At one stage it was like a concentration camp, where methadone was being used 
against you. A dirty urine and you're getting docked. Audrey, 40. 
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Both participants highlight the power of simple language in the engendering of harmful, 
pejorative binaries. The dirty/clean binary is possibly the most pervasive and harmful binary 
in MMT. Language becomes a more powerful form of subjectification when it is espoused by 
an expert, one who possesses knowledge, authority and power. 
In my clinic, you’re not allowed to hang around outside and you have to give a random urine 
a week sometimes. Sometimes they forget, but there's times where I will ask them to take a 
urine just to prove to them that I am clean. If the urine isn't clean, I would get takeaways 
taken off me. Gerard1, 41. 
 
 
I hate giving them, ‘specially the supervised ones, he (doctor) takes stuff off me if I'm not 
clean. If I’m dirty, he makes me go to the chemist every day. Peter, 52. 
 
 
Peter’s prognosis of him not being “clean” is indicative of how service users internalise these 
negative binaries as part of their own subjectification process. His statements “if I am not 
clean” exhibits how his identity is conditioned and synonymous with his test results. He is 
now “dirty”, further dividing himself from other clients. He now identifies himself as a 
problematic service user. As opposed to negative and positive, the interviews elicited a 
plethora of examples of clients being labelled as dirty or clean. Fraser and Valentine (2007, 
2008) postulated the formation of multiple identities that they found to be latently informed 
by clients attempting to navigate MMT. In their work they are primarily concerned with four 
identities within the myriad of possible subjectification processes: the dissatisfied customer, 
the stable user, the person in need of guidance and the lay carer, (Fraser & Valentine 2008). 
My research broadly concurs with these findings. For the purpose of delineating how 
identities are constructed and altered as clients navigate Methadonia, this chapter will 
concentrate on the formation of the compliant (good) and recalcitrant (bad) service user. 
Again, for some of the cohort this was strategic, for others it was a reaction to their 
perceptions of their treatment, and the staff who exerted constraint on their lives. It is here 
that the binaries created are most pronounced. As clients attempt to exert agency from below, 
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and are confronted by constraint from above, many amplified pejorative suppositions from 
service providers that would not be conducive with commensurate public health services: 
 
 
The service user, us, we don’t know what does be going on. It's crazy, if it was anything else, 
like a diabetic, there'd be outrage, people are dying, and it's obviously being swept under the 
carpet. Service users, we're lower class citizens and we don't really matter. Jazz, 55. 
 
The way she (doctor) spoke to me, condescendingly. I remember she had some system about 
where we sat. I remember. She said if we don't shut up that she would leave and go home. She 
was always threatening to leave us with no scripts. Lenny, 37. 
 
When clients perceive their treatment to be unfair,” condescending” or conducive with that of 
“second class”, compliance or becoming what one may term “a good service user” is 
unlikely. As such, client’s subjectification and identity are being altered in response to the 
conduct of service providers, those “from above”. Moreover, actions “from below” are often 
informed by services users’ disillusionment due to the lack of positive outcomes. Many 
clients initially avail of MMT to regain a semblance of a normal life and are expectant of a 
high standard of care. When this does not materialise, the likelihood of the client becoming 
uncooperative and irate is increased. 
I went in for help and came out, well I'm still part of it, nothing has happened. I thought six 
months, year tops. It's now two and a half years and I'm still on it. Recovery to me, it's about 
getting clean, getting a job so you can get on with your life, without being held to ransom. 
None of this has really happened for me. It makes you angry, you doubt everything they say, 




Clients have many expectations upon entering MMT services. Many expected to be given 
the opportunity to work, repair broken relationships, become better parents and rehabilitate 
into a productive member of society. 
I just want to be a person who doesn't hurt people, who lives a happy and free life. I have two 
kids and I want to do well for them, a good father like. But the clinic doesn't do anything to 
help you change this except give you phy (methadone). In twenty years, I’ve never even met 
my doctor, wouldn't know her if I passed her in the street, I don't know what a care plan is and 
there is no input from me regarding treatment. Johnny, 43. 
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When many of these objectives fail to materialise and are sometimes arguably further 
restricted by the service’s rules and regulations, clients become disillusioned and 
disenfranchised. The space between those from above and those from below becomes hostile, 
precarious and volatile. It increases in size and scope, further reinforcing deleterious 
subjectivities. 
Recovery isn't supposed to be about rules, jump here, go there, but the services I have been 
involved with, they impose too many rules. I remember going up to my service after I had a 
slip, the day after I had used. Anyway, I went up and told the counsellor that I wanted to talk 
about it... I was asked to leave the building. I was angry, hurt, thinking “these are meant to be 
helping me”... I resented it. I get that they're trying to look after others, but the realities of 
addiction are that there will be relapses. M 44. 
 
 
Recovery for me is getting back to normality, working, becoming a father figure, the clinic 
hasn’t helped with any of this, sure I'm in homeless accommodation, not because I have to be, 
I went homeless, so I get my place quicker, but the services wouldn't have any interest. They 
don't help you out in any way, sure it took ages to get a letter saying I had HIV and Hep C for 
the Corporation. I needed this letter to get accommodation. Gerard1, 41. 
 
 
As such, this routine disillusionment of service users, reinforced by a pejorative gaze from 
above, adversely affects identity, self-esteem and confidence, with the restriction of agency 
further fomenting hopelessness. Ontological and existential security is impeded, and many 
clients lose confidence in MMT and the professionals involved. With subjectification and 
identity formation co-related to how clients perceive themselves to be treated by “expert 
discourses” (Hacking 1986, 1995, 2004; Valentine 2007), it is reasonable to assume that for 
those disillusioned by MMT, the navigation of the service is a more arduous, onerous 
process. 
You're still classed as a Junkie. Sure, who am I to tell them how to treat me? Like I have 
asked to be detoxed loads of times, but I get told it's too dangerous. The treatment in the clinic 
is getting worse, Gerard, 54. 
I don't feel I have a say in how I am treated, and I'm only consulted if I'm clean. If I'm dirty 
I have no say because now I'm a junkie. I don't even know a care plan is. Sinead1, 33. 
No, I want to get off it (methadone). It has too much of a hold on your life. You can't go 
anywhere, you need to run everything by your doctor, you have to ask to go on holiday. It 
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also affects you if you want to go back to work, it affects everything. On methadone I don't 




Sinead1’s prognosis of identity change being synonymous with her commencing MMT is 
indicative of a nefarious subjectification process. It appears that for some participants, 
becoming a registered MMT client confirms their identity as a “junkie”. As opposed to seeing 
MMT as a possible avenue out of illicit drug use, crime and other associated risks, many of 
the cohort perceived the commencement of MMT as a validation of their institutionalisation 
and their status and self-identity as a problematic drug user and no longer “a normal member 
of society”. Others explicated how their treatment reinforced their behaviour, and ultimately 
their navigation of treatment. 
I hate the clinic, the way we are treated, subhuman... I've been on a few clinics and the 
treatment is awful, the urines and getting docked, it's all based on fear. I went on detox twice, 
it was crazy, and the clinic seemed a crazy place. The atmosphere was crazy, but I didn't 
know of another place. I'd buy drugs outside, everyone did, it was a hub. I mean the security 
that you have to go through sets up the feeling. If you're treated like that from the start, that's 




Others articulated instances where their service providers elucidated their lack of confidence 
in their abilities to precipitate positive outcomes from MMT. These predisposed assumptions 
of discourse experts are unlikely to engender positive attitudes from clients. A doctor 
informing a client that they have little confidence in their ability to become methadone free or 
free from continuous invasive interventions, could possibly promote hopelessness, invoke 
feelings of being a lifelong attendee of clinics and ultimately reinforce the already nefarious 
subjectification process. 
Doctors have told me that I would be on methadone for ever, that I would never be off it, even 
though I was stable, and my urines were grand… ... You take what they (doctors) say, or you 
don't get it (help) at all. Johnny, 43. 
You get some doctors who tell you that you won't do it, you'll always be on it. Steph, 41. 
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A minority of participant narratives suggested an element of respect, dignity and equality 
from their service provider. Further examination of this small sub-sample advances the 
construction of “the good service user”, a construct that emerges from those who have 
become indoctrinated or desensitised to accept precarious, deleterious treatment practices. 
For long term clients of MMT poor treatment often becomes the norm. 
Bad treatment becomes the norm, you just get used to it, you put up with it and to be honest, 
sometimes you wouldn't even notice them looking down their nose at ye anymore. You've 
used to it. You accept it. I've often challenged doctors on how they speak to me, but you're 
just thrown out. I wouldn't make a complaint. I'd be afraid they would put you off. I'd be 




And you get used to this bad treatment and you have to go along with it, in case they ruin 
something on you in the future. Sure, I was stopped from going on holiday before by a doctor, 
he said it wouldn't be a good idea for me to go on holidays, that I might relapse, he decided 
this. It's this bad treatment that makes me want to get away from the system quicker, it makes 
me angry, but hopefully I can use this in a good way. Lisa, 36. 
 
 
The “good service user” or compliant patient often internalises the methods used by many 
MMT services as inscribed practices. This is despite the fact that they are punitive, not 
evidence-based and often examples of poor clinical practices, (Pilling, Hardy & PIRC 2013, 
SURIA & CAN 2018). Due to the client’s need for their methadone script, these practices 
become accepted and then normalised procedures. Furthermore, they are not questioned by 
the client. Gerry is a service provider based in Dublin; his synopsis of how poor clinical 
practices can become normalised is telling: 
We have created a sheep like dependence and the clients have become OK with it because the 
lack of privacy has become the norm. We're creating this dependence. It's ok to take away 
privacy, the clients have become ok with it, because for years that privacy has been taken 
from them. It's OK to stand and urinate on front of a professional, and then for that 




Inscribed practices often elicit and sustain attitudes among clients that they are deserving of 
punishment and sanction due to illicit drug use: 
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I've been sanctioned loads of times, but the doctor was only doing what he had to do. You 
gave a dirty urine, you had to be punished. Being put on “dailys” (a sanction that means the 
client must visit the service every day) was a nightmare, I mean the chemist wasn't five 
minutes away, it was a bus ride away, so it was a fucking nightmare….I can't complain, 
anything I done was my own fault, dirty urines so I had to be punished. Anything I got 
punished for was my own fault, Emma 44. 
 
 
Emma has little problem taking the “punishment” for her misdemeanour. At no stage is there 
support offered. At no stage is Emma asked why her drug use is becoming more frequent. 
Instead, Emma is penalised harshly and moreover she insists it is her “own fault”. Like 
Emma, many long-term clients elucidate similarly casual attitudes to mistreatment. When a 
client is routinely governed by an assemblage of biopolitical, disciplinary practices 
underpinned by sanction and punitive outcomes, the research suggests that the individual will 
not only come to accept these practices but expect to be treated this way and offer little 
resistance. Louise, a member of Service Users Rights in Action, who carried out research for 
the group in 2017 found: 
Doing the research, some of the service users were saying 'what's the point saying anything, 
we just want our methadone, they're not going to change for us?'. They (service users) don't 
think they have a voice, because of the years of mistreatment, the voice is lost. And that's 
where your self-respect, your worth goes down. You feel belittled. You'd only be spoken to 




This normalisation process demonstrates that for some, the long-term restriction of agency 
and autonomy, combined with feeling “belittled” with no “self-respect” or “self-worth” 
facilitates a scenario in which the service user has arguably renounced their right to a 
reasonable standard of treatment within Methadonia. 
Service Users now have got used to bad treatment. They almost expect to be treated bad. It's 
indoctrination- It's also shame. People are ashamed to be on methadone, especially people 
from certain socio-economic groups. These people don't or won't complain. It's the shame, 
people feel they deserve bad treatment, it's like 'I got myself into this and I deserve it', but it's 




Rather than ‘governing through freedom’ (Garland 1997:186), neoliberal 
governmentality operates through constructed choice, reinforced by the hegemonic norms, 
habits and practices. Drawing from this paradigm, it is argued that MMT clients are being 
rehabilitated according to values, mores and objectives that are often synonymous with those 
of Hacking’s (1986, 2004) “expert discourses”, as opposed to their own. Being from a 
middle-class family would have made the transition to a compliant, conforming self- 
regulating subject less demanding. This is made manifest when one considers that the word 
rehabilitate literally means to return to a former way of being. For MMT clients who have 
never been habilitated vis-à-vis middle-class norms and mores, the mechanisms of recovery 
become more challenging. The “Making Up of People” process becomes more complex when 
class disparity is situated in the space between agents from below and above, (Ning 2005). 
For clients with similar values and habitus as those of discourse experts, the navigation of 
Methadonia is seen to be less demanding, less punitive and more accepting: 
My family are very well known in my home town for business and I did bring lots of shame 
and guilt on them ...... my chemist seems grand. They've even bent some rules for me slightly 
because they see I’m in college and doing OK. Methadone is working for me 100%, I am 
stable, back with my son, in college……for me methadone is really helping me in doing what 
I need and want to do……sometimes I think they are harder on different people. Aoife 35. 
Because I'm from a middle-class family, it does make a difference in how you're treated. I 
went into a hospital a few years ago with a clot from my groin to my calf and part of it had 
gone up to my lung. They brought me in and I was put on methadone immediately, I wasn't 
even on it at the time. That’s unheard of, no waiting list, put straight on. I was treated very 
well. Emily, 50. 
 
 
Attending college was another activity that often elicits dignity and respect from service 
providers, presumably as it is consistent with the aims and objectives of clinical staff and is a 
traditional middle-class objective. 
When they heard I was going to college, I believe that's what made it easier. All I had to do 
was ring up my local clinic and tell them I was going to college. I was definitely looked on 
favourably because I was going to college, especially when I think of the first time I got on or 
even the last time. Mick 37. 
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Going to college, it sometimes helps me, I think I get treated better, especially when I talk to 
others (who are on methadone). I know methadone gets a lot of bad press, but it changed and 
saved my life. I went to two years counselling, none of this would have happened without 




Although supporting a client who is progressing to college is good practice, promoting social 
re-integration and quality of life, good treatment should be the norm as opposed to the 
conditioned exception. Different clients have differing agendas and treatment goals. It is 
these that should underpin their treatment, not the pre-determined objectives and aims of 
service providers. Again, the very essence of harm reduction is distorted within a system 
dominated by abstinence and little service user input, (King 2011, Van Hout & McElrath 
2012). The research also demonstrates that there is no universal MMT journey. Identity is co- 
related to this journey; therefore, some clients will modify and adapt, in order to align their 
treatment outcomes with personal, particular agendas. Other participants elucidate a 
subjectification process that is unconsciously determined by treatment practices and 
mechanisms. While meaningful change in behaviour may be expected to manifest a change in 
character, one would expect this to be a beneficial procedure. The research, however, has 
suggested that for some, MMT can inform a negative subjectification process, creating 
identities which can be inimical to rehabilitation. 
 
 
6.4 Institutional Opprobrium: 
 
The perennial social construction and reconstruction of the drug user and by 
association the MMT client has been excavated in the genealogical inquiry of the early 
chapters. The aim of situating the MMT client in the present also made manifest that from the 
introduction of harm reduction and MMT, the client has routinely been marginalised and 
ostracised by society, (Lawless & Cox 2003, UISCE 2003, CAN & SURIA 2018). Although 
harm reduction is now the hegemonic response to problematic heroin use (EMCDDA 2019, 
189 
 
Butler & Mayock 2005, Carlin 2005), much of the public still consider abstinence to be the 
sole acceptable outcome of successful drug treatment, (Bryan et al. 2000, Carlin 2005, Butler 
2002. Keenan 2002). Those who choose to avail of MMT as opposed to total abstinence are 
considered lazy, selfish and not fully committed to a drug-free life, (Iacobucci & Frieh 2016, 
Carlin 2005). Contemporary research highlights a poor societal understanding of drug 
addiction, with MMT not always considered a significant advancement from the use of 
heroin, (Bryan et al., 2000). As such, the majority of the cohort claimed they had experienced 
social opprobrium due to MMT: 
 
People have different views on it, but most would still see you as a junkie, as someone that 
needs a drug to get through the day. So, you're still an addict, you're still a junkie. Joseph, 36 
 
 
And then there's the stigma of been seen going in and out of the local clinic, I do a lot of work 
in my own area and I couldn't have locals seeing the van…I couldn't use my local clinic, 
people seeing the van outside the clinic. I come out here (clinic away from his home), it's not 
where I live so I have that anonymity. I mean who’s going to hire me if my van is outside the 
clinic every morning! Aaron, 39. 
 
 
A lot of clinics I've been on are used for nothing else so if you're seen there everybody knows 
why you’re there. The same in the chemist. All the neighbours looking at you and knowing 




Institutional opprobrium occurs when this stigma is also perpetuated by any of the services 
that constitute MMT; doctors, clinics, pharmacies etc., (Mayock et al. 2018). Participants 
opined that this opprobrium was often made manifest in the unequal treatment they received 
when compared to other health patients. Interviewees discussed being skipped in surgery 
waiting rooms, having appointments ignored and in general feeling like a “second class 
citizen”: 
I don't like the way I'm treated in the doctors by the staff and I would sometimes include the 
doctor in that. I think it’s because we are down there so much that they just look down their 
noses at ye. But I have been down there at the appointed time and someone I know will come 
in, and I'll ask them if they have an appointment. When they tell me they haven’t and then the 
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doctor calls them before you, it wrecks your head. They shouldn't be seen before you, this 
happens a lot. It really annoys me, because you would have an appointment. Pete, 52. 
 
 
Many of times I've been left sitting there while other people just come in and leave you sitting 




Yeah, I do get looked down at by the staff of the GPs. I mean you could have an appointment, 
and I've a long walk to the doctors, but they just put people ahead of you, looking down at 
you. It's hard to explain but you feel like a second-class citizen. Aido, 33. 
The nurses in them places (clinics) have a lot to answer for, I mean they go on like they're the 
doctors, sometimes even trying to overrule them. They look down on us, definitely, well most 




This research postulates that MMT technologies embody and reflect society’s opprobrium, 
understanding, perspectives and dispositions vis-à-vis heroin use, recovery and MMT. 
Therefore, clients often negotiate Methadonia utilising similar strategies that inform their life 
narratives as problematic drug users outside the closed social world of the MMT clinic or 
doctor’s surgery. Participants maintain they must earn the right to adequate treatment 
underpinned by dignity, respect and equality: 
I feel I am now (treated well) because I have been giving clean samples so, I had to earn this. 
I feel I earned respect and dignity, it wasn't given straight to me. I did feel inadequate for a 
while. Lisa 35. 
 
 
Now I give a urine every four weeks and get my prescriptions, but it's has taken me years to 




It has been posited in the academic literature that opprobrium is initiated within the 
anatomised sources of welfare assistance, as behaviour and merit supplant well-being and 
need from the perspective of welfare services, (Young 2007, Grover 2010, Wincup and 
Monaghan 2016, Patrick 2016). In Methadonia, this is made manifest as a form of social 
policy aimed at changing behaviours considered aberrant, as opposed to promulgating a 
191 
 
higher standard of living, with human rights, dignity and equality at its core, (Bennett 2011, 
Bourgois 2000). Furthermore, Methadonia is replete with pre-disposed dispositions and 
assumptions, which clients accept and abide by. For some, this entails saying “fuck all” and 
choosing to “put up with it”. Others claim they “grin and bear it” or “jump through hoops”. In 
short, clients report that they often “choose” not to be offended, in the face of opprobrium 
and assumption: 
I had to jump through hoops to get on the methadone. Turn up on different days, give a 
certain amount of urines. There’s loads of rules in the doctors and chemist, no goofing off, no 
stealing, no causing mischief. We weren’t allowed to go in pairs. Mick, 37. 
 
…a bit of trust would be nice, but it just doesn't happen. They don't trust us cos we're drug 
addicts. Everything is based on mistrust, but what can you do? You have to grin and bear it. 
Jenna, 45. 
There's no way I could do this forever ...... being tied to a doctor, not being able to go away or 
be spontaneous, not being able to do this or that. They still treat you like a criminal, you just 





This is not always exclusive to prescribing doctor’s practices. The data indicates that all 
stakeholders in the MMT apparatus often promulgate institutional opprobrium, fostering 
ontological insecurities for MMT patients. For some clients, the pharmacy is the space in 
which they encounter marginalisation, assumption and inequality: 
The usual shite from chemists, only one at a time, no interaction with customers or other 
service users, you'd be watched like a hawk, like get him out as quick as we can. No other 
population of people would be treated like that. Johnny, 43. 
When I started the chemist said to me, “I would like you to be in here at 12 o' clock every day 
to collect your prescription”. I asked her why, her answer was that she had kids in the shop. I 
was quite offended, I mean I explained I was no paedophile, there was no threat to kids. I 
could have been in the chemist for anything up to one and a half hours, people constantly 




Service user representation in drug treatment is underpinned by the logic that a form of 
partnership will elicit closer, more effective relationships between services and their clients. 
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Moreover, representation can foster communication, help eliminate stigma and improve the 
service user experience. Yet, internationally, (Madden et al. 2008), and in Ireland (King 
2011, Van Hout & McElrath 2012), the process has been found to be tokenistic, with little if 
any benefit to drug service users. The was corroborated by several of the service user 
narratives: 
Sure, I was the service user rep on my clinic, they wouldn't even let me use the library to 
photocopy, but they were just ticking boxes, they even had on the website “we have a service 
user rep”, but the truth was, I couldn't do anything and might as well have been talking to the 
wall. Jenna, 45. 
 
 
I am supposed to listen to service users and bring their needs and voice to the table, then 
schedule items for the agenda for me to do, but the clinical people who should be there, don't 
be. I am doing this (acting as a service user representative) over a year and to me, it’s hugely 
tokenistic. Nothing I say from a service user perspective would ever have any impact on 
policy development or implementation, in my opinion. It's frustrating, I am looking at people 
who are carving careers out of an issue that they don't understand. Maybe they do 
academically, but not personally. Niall, 46. 
 
 
Representation that is perceived as tokenistic has had a diametrical opposite effect on the 
service user experience. As opposed to reducing opprobrium, both clients make manifest their 
frustration with the process. Jenna maintains her status as a representative is a “box ticking” 
exercise, while Niall implies others are “carving a career” from service user fora. Service user 
representation, perceived as a precursor to service user involvement and partnership, and 
potentially curtailing stigma, is seen not to translate into any tangible entitlements or 
advantages for service users. As such, it propagates the treatment dynamics that it is 
ostensibly designed to preclude. 
Opprobrium and more succinctly the awareness that one is in receipt of unequal 
treatment elicits anger and bitterness, as the client does not feel valuable or relevant. MMT 
services, initially considered as a mode of treatment that would aid the client, quickly 
becomes an adversary. Asymmetrical relationships are sustained and the partnership 
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approach that underpins most public health services becomes impossible to implement and 
sustain. Institutional opprobrium has a considerable impact on the agency of the service user, 
advancing a more challenging service user experience which is manifest as clients delineate 




6.5 The Valorisation of Labour Paradox and Competing Governmentalities: 
 
Neoliberal, late modernity propagates the logic that human behaviour and value can 
be understood as a series of cost/benefit analyses and calculations underpinned by economics 
and the labour market, (Lemke 2001, Seddon 2011, Becker 1964, Foucault 2008). 
Underpinned by Chicago School economics, neoliberalism advances the subject of homo 
economicus, the rational choice maker, the docile, productive citizen that embodies neoliberal 
culture through consumption and production, (Foucault 2008, Palese 2013, Bauman 2000). 
Participating in the labour market or education, as a precursor to social re-integration, has 
also been promulgated as one of the primary outcomes enabled by MMT since the inception 
of opioid substitute treatment, (Dole & Nyswander 1965, 1980; Kleber 2008; Mayock et al. 
2018). Neoliberalism valorises hard work, honesty and responsibility, (Harvey 2005, 
Wacquant 2009), values that are also considered outcomes of successful MMT. However, 
despite participating in the labour market being key to social rehabilitation, an important 
finding is how Methadonia, as a truth regime and social space within which subjectivities are 
altered and formed, denies or at the very least inhibits the client’s opportunity to advance 
their lives according to neoliberal rationalities. Labour informs many key binaries in 
subjectification and the forming of identities in Late or what is often termed Liquid 
Modernity, (Bauman 2000, Palese 2013). The responsible, dutiful, good citizen and the 
irresponsible, idle freeloader are separated in societal rhetoric by the thin boundary of paid 
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employment, of performing one’s duty and paying taxes. Those who are considered not to 
practice “this basic social obligation” (Young 2003:397) can be excluded from what has 
rapidly become a work-centric social body, (Patrick 2012). Indeed, the data underpinning this 
research makes manifest that those whose lives are located within Methadonia; a world of 
sanction, mundane duty and restricted agency, are routinely denied the opportunity to enter 
the labour market. 
MMT advances a particular conflicting structure on the client. Neoliberal rationalities 
which inform a propagation of the self and self-responsibility contrast with the propensity of 
MMT to foment unemployment, poverty and even illness onto the subject, transforming these 
“into a problem for self-care”, (Lemke 2001:201). When MMT and addiction are tacitly 
assessed in this way, the stigma that is said to be inherent in contemporary welfare 
assemblages is made manifest, where shortcomings and need are perceived as a lack or 
deficiency of the self, (Grover 2010; Wincup & Monaghan 2016). As such, the opprobrium 
directed at MMT clients is exacerbated by clinics’ habitual restriction of labour opportunities 
for clients. The MMT client is “disallowed” from becoming homo economicus, as the 
technologies of the self from which this subject emanates are unavailable to them. Neoliberal 
homo economicus, the rational calculator of cost and benefit (Lemke 2001), is inimical to the 
subject attempting to negotiate Methadonia. Moreover, drug users are often considered work- 
shy and criminally disposed, with little to offer, but much to take from society, (Keane 2003). 
However, this research suggests that many MMT clients have a strong desire to enter the 
labour market: 
Being on methadone the rest of my life doesn't really bother me, but I'd love to get back to 
work. I went for a job as a park warden, at the time you only got an extra twenty quid for 
doing it. I didn’t mind, I just wanted to be doing something. John Brown, 45. 
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Participating in the labour market is often situated as a form of recovery capital, (Wincup and 
Monaghan 2016). Employment is also concomitant with the mores of hegemonic, 
contemporary political discourse (Read 2009), and can be important to MMT clients as part 
of redemption narratives, (Young 2007a). In Late Modernity, identity and social value 
emanate from one’s ability to participate in the market place as either a consumer, producer 
or both, (Palese 2013, Read 2009, Young 2007). Despite MMT ostensibly facilitating and 
enabling similar outcomes, many participants posit that MMT mechanisms have inhibited 
their employability: 
Work is out of the question, with are the hours you spend down there, then they ask you for a 
letter from your employer. Sure, what employer would sign a letter for a clinic and then give 
you the time off you need. And I would love to get a job. Jenna, 45. 
 
 
So, the chances of a job were zilch, who was going to give me two days off? 
You could say that the thing I went to the doctor for, to lead a normal life, to get a job, these 
things were inhibited drastically, they certainly didn't help like I expected them to. I had little, 




As explained by the interviewees, the medication, methadone, does not of itself preclude 
employment or the entering of the labour market. It is the threat of interdiction and the 
processes that are adopted by Methadonia that inhibit and restrict employment: 
I do think people could work on methadone. It's not the drug that stops you, the phy 
(methadone), it's all the meetings, chemists and time off you would need. Pete, 52. 
You might get a job, but you'd be lucky. You could say (to your employer) you have health 
problems, you need to be at the doctors once a week, but then you're not going to get the job. 
I'm trained to make hearing aids, but I couldn't go back doing this with the chemist and 
doctors. It's not the methadone, it's the processes, the messing... Joseph, 36. 
 
 
When the problematic heroin user decides to seek recourse, the choice of avenue to achieve 
this is relatively limited. One may avail of MMT or residential rehabilitation, most of which 
are NGOs partly funded by the State and espouse a drug-free lifestyle. Abstinence resonates 
with the public, as the individual is considered to have made a statement or commitment that 
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eschews drug use. MMT is often considered to be a less demanding recovery model when 
compared with residential rehabilitation and other abstinence-based recovery models, (Carlin 
2005; Iacobucci and Frieh 2016). However, the empirical evidence does not support this, with 
the lived experience of the MMT client captured as a life fraught with duties, obligations and 
sanctions and underpinned by signed contracts, with the client remunerated by methadone. 
When one perceives MMT in this way, with engaging with institutions, apparatus and 
mechanisms “rewarded” by the prescription of methadone and take-away doses for those who 
adhere to the regime of Methadonia, MMT as a form of labour is a plausible conclusion: 
Being on methadone, it's like having a job. It's not as hectic as your life would be on heroin 
but it's not far off it either … Three days a week I’d have to go to the chemist. One day a 
week, a full day going to the doctor. It's too controlled. Joseph, 36. 
 
My new treatment agreement stated that daily attendance was required for the first three 
months, no matter what, no matter what you're doing. So, I couldn’t work. Niall 45. 
 
 
Some maintained that engaging with their methadone service was more arduous than drug 
use, yet this “work” of MMT is invisible to those who do not negotiate the regime and 
irrelevant to discourse experts who inform the regime. A methadone or money quandary or 
impossible choice now starkly confronts unemployed MMT clients. 
My drug service has really taken over my life... When I compare my life on methadone and 
when I was heroin, I am busier on methadone. Gerard, 54. 
 
I told the doctor I was employed but I couldn’t tell my boss, or I would lose my job. I was 
telling them I could come once a week, do my urine, and collect the chemist. But they wanted 
me to around to this clinic every day, collect my methadone and take it supervised. There's no 
way I could hold on to the job. I would definitely have lost my job. The choice was either 
help or losing the job. I mean we're just about hanging in at the minute with the money I'm 
spending on heroin, but we're getting by. What they were asking was me to completely stop 
working. “My methadone or money”, that’s what they said. But it's not a choice really. I have 
to work. Otherwise, as a family, we wouldn't survive, not a chance. Paul, 41. 
 
I've been offered a few jobs, but I just couldn't them. What am I supposed to say? “I have to 
go and collect my methadone!”. They're just gonna look at you and say 'Junkie' because that's 
how people are. Joseph, 36. 
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The emergence of the many austerity measures in post-crisis Ireland has informed and 
advanced the rationality that problematic drug use and MMT are no longer considered 
impairments to one’s ability to participate in the labour market. As such, MMT clients now 
encounter the same coercive measures into the labour market or other avenues that seek to 
alleviate the live register population. As an individual with multiple, conflicting assemblages 
of neoliberal governmental strategies threatening sanction, cessation of service and requiring 
meetings that often conflict, feelings of being “attacked” and “frightened” are often made 
manifest as one attempts to successfully engage with multiple services. The added anxiety of 
avoiding sanction from MMT services and the Social Welfare adds unnecessary obstacles for 
clients attempting to keep their “head together”: 
 
 
The social welfare, employment services, TUASC, all of them, they seem to think you're 
competent to work, they don't listen. How can I work, an entire day off in the doctors? The 
anxiety of the social welfare saying I should be working is a nightmare. I'm frightened they 
will stop my money. One doesn't know what the other one's doing, and I just seem to be 
getting attacked by almost every employment agency there is at the minute. They seem more 
interested in getting me to work 19 and a half hours a week for nothing than they are about 
my health. And the doctor doesn't help, she never seems to have time. On top of all that I'm 
trying to keep my head together. Same every day. Jazz, 52. 
 
You'd think she (the doctor) would encourage the work but it’s like she doesn’t want me to 
work and is annoyed that I am working without asking her first. I'm down to see her 
tomorrow and I'm going to have to get on my knees and say all the right things if I want to 
hang on to these jobs. Joseph, 36. 
 
For these clients, the complex navigation of Methadonia is further compounded by the 
additional caveat of having to manipulate further invasive interactions into their lives by the 
Welfare System and their anatomised, privatised assemblages (Pathways to Work, SEETEC 
etc.). What now emerges is a tight, double regulation or bind on the lives of individuals 
attempting to navigate two necessary, vital social services. This is a major shortfall in 
anatomised governmental social services, which often create what I have termed “competing 
governmentalities”, which clients availing of multiple social services must navigate. For 
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these respondents, negotiating Methadonia is a far more intricate process, as they must meet 
dual obligations and avoid interdictions from two vital, necessary services, some of which 
will frequently conflict: 
At the moment, these clashes are causing me lots of problems. The welfare wants me to do a 
Safe-Pass but the doctor won't change the days I see her... the way she sees it is that I'm down 
with her every week, where the Safe Pass is a once-off. So, I explain this to the social welfare, 
and the first time it's OK, the second time they're saying, “look you've done this once before” 
and the third time they're asking lots of questions. If I tell them I'm at a doctor, my social 
welfare will be stopped because I can't work. So, then I'd be told to apply for disability, but I 
won't get that. I have tried but they refused. While you're waiting for them to assess you for 
disability, you get put on what's called an interim payment, which isn't your full social 
welfare, it's ninety or a hundred euro... so, you can feed yourself basically. This is what's 
going to happen to me in the next few weeks, I've been told it's coming. So, I've a choice, 
methadone or my money, I can't stop taking methadone, I'd get very ill quickly. Joseph, 36. 
 
 
Furthermore, it was also noted that several clients lost jobs due to MMT, while others could 
not avail of methadone as they would lose their employment or chance to return to education. 
I could never get a job, having to go to the clinic twice a week. I was offered some jobs, I got 
one, but I had to give it up because I was missing the clinic days, the boss just told me he 
couldn't do it. The clinic has stopped me from working to the extent that now I wouldn't even 
bother. Gerard, 54. 
 
 
I had asked doctors and heard from people on the street that if I wanted to go on methadone it 
was going to take a lot of my time. And I'd have to take days off for urine samples. The 
doctor I spoke to said that for the first six weeks, at least, I would have to be there every day 




Some respondents have discussed gaining employment while navigating this regime, an 
uncommon scenario for an MMT client. However, service providers, or discourse experts 
who determine this regime of truth and its concomitant rules and regulations rarely encourage 
clients to seek employment. Even stable client’s MMT services arguably inhibit their client’s 
opportunities or prospects to gain employment: 
I got two new jobs, one in the day and one at night. It's the first time I've been working in 
years. I had given a few bad urines but only for the last while. Over three years most of mine 
were clean. I missed an appointment and couldn't make it cos of the new job. I told my doctor 
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I would be down on the Thursday, the first day I had off. He wouldn’t see me, the secretary 
says, "you can’t walk in here when you want off the street”, she said the doctor had tried to 
ring me, but he didn’t. She said the next time she could see me was two weeks, my normal 
appointment. So, for two weeks I was left with nothing, I bought stuff (methadone) from the 
street. Joseph, 36. 
My drug use was never chaotic. It was very rare, only when I couldn’t buy phy (methadone). 
So, I decided to get my phy legally, thinking it would be easier. When I told the new doctor 
that I had a good job he spun around in the chair, almost violently and said, “that's none of my 
concern. My concern is that you attend here daily”. And that was for three months, that was 
non-negotiable. This was never gonna fit in with my job. Niall 46. 
 
 
Working while availing of MMT is rarely possible, making manifest the complexities vis-à- 
vis meeting the obligations and navigating the truth regime of Methadonia while enjoying a 
higher standard of living and the right to work. The data makes manifest that market-led 
governmentality apparatus and the decline of the Keynesian Welfare State has fostered the 
emergence of entrepreneurial, competitive rationalities that now inform human capital. It is 
here that MMT, as a biopolitical technology, situates the client within a social space where 
life “is disallowed to the point of death”, (Foucault 1986:138). As discussed, labour fulfils the 
criteria and objectives of both MMT and neoliberal discourse. Furthermore, it could enable 
the MMT client to fulfil the subject homo economicus, inform redemption narratives and be 
employed as a powerful mode of recovery capital. Notwithstanding this, interviewees 
frequently stipulated that their MMT services were impeding what should be considered a 
key outcome of successful rehabilitation. As such, the trajectory to becoming a responsible 
citizen was made virtually impossible, keeping clients in “high-risk, specialist clinical 
settings”, (Moran et al. 2018:1). 
 
 
It's all the lunch breaks and the hours that stops people using the clinic. The clinic opens for 
four hours a day. Why all the lunch breaks, it’s not hard work. Closing at four o' clock, how 
are people supposed to use a service like that. (Clinics) Should be opened at night so people 
can do courses or work. Instead, you have to give up everything to go on the phy. Audrey, 40. 
I don't want to be unemployed. Methadone is supposed to enable me to do that, but how are 
you supposed to with chemists here, urines, appointments, so really the goal of methadone is 
being inhibited by the regulations. Mark, 38. 
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My clinic is strict. At the same time, I was trying to do a college course. I was falling behind 
due to the time I was missing with the clinic, and the doctor said, “make a choice, methadone 
or college”. She was never going to accommodate me, so I could do both. I was annoyed at 
this because I was hardly new to methadone, so I could have made it work. A move to a GP 
would have done it, but she wouldn't do it. Mike, 35. 
 
 
For many, the “choice” between MMT or employment is a misnomer. While most have been 
unemployed for long periods, a life without methadone likely constitutes a return to constant 
heroin use, crime and invariably prison. As such, contemporary Irish MMT, or Methadonia, 
disallows one of the primary objectives of MMT: reintegration, (Dole & Nyswander 1965, 





Methadonia, as a regime of truth replete with sanction and interdiction and an array of 
other modalities that inhibit agency, is routinely described as a challenging, demanding 
recovery model by clients. As a neoliberal public health service which is underpinned by 
governmentality strategies, the power that is inscribed on clients often perpetuates role- 
playing and strategic games, as clients attempt to exercise agency within this restrictive 
regime. Methadonia encapsulates the space that is located between discourse experts from 
above and the agency of social actors who negotiate this ensemble of regulation and 
aggressive intervention into lives from below. Within these assemblages, the client must 
employ a myriad of strategies to advance their personal ends and objectives. This often 
engenders practices of conformity masquerading as latent resistance, such is the lack of 
agency, choice and autonomy for clients within Methadonia. In this regime of truth, the 
hegemonic truth or “rules of the game” are acerbated by doctors and clinical staff, many of 
whom have different standards and objectives vis-à-vis recovery and progress to those of 
clients. It is this disconnect or disassociation that propagates the employing of a nexus of 
strategic games, nuanced role-playing or blatant dishonesty. 
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MMT as a highly structured recovery mechanism has been delineated as a collection 
of services that restrict the agency of clients through continuous appointments, obligations 
and practices. The interviews make manifest that the navigation of this lifeworld, replete with 
coercive initiatives and restricting strategies often acerbates identity transformation and a 
very particular subjectification process. This is often a conscious action as a technology of 
the self that aligns with the ends and objectives of the MMT apparatus, as such it is a 
conscious endeavour. However, it can also be a corollary of the ubiquitous forms of 
conditionality and institutional opprobrium. The inscription of the institutional opprobrium 
that many participants allude to engenders a subjectification process, in which MMT clients 
accept sanction and penalty without question, internalising the penal culture that is 
promulgated by the clinical apparatus. Hacking’s (1996) Making Up People concept 
elucidates the liminal space between the classified and those with the authority to classify as 
the location where the subjectification process is situated. For MMT clients, it is here that the 
class disparity between the service provider and user is at its most pronounced, arguably 
manifesting as rights violations. 
Within the context of the neoliberal society, the valorisation of labour is considered a 
key outcome of a positive MMT narrative, (Dole & Nyswander 1965, 1980, Newman 1976). 
However, Methadonia advances what I have termed competing governmentalities, which are 
captured in many of the narratives as a nexus of tight binds of double regulation by two 
welfare technologies. For many of the cohort, the majority of whom are unemployed9, this 
advances a methadone or money quandary, in which clients are confronted with the threat of 
sanction by their MMT service and social welfare mechanisms. The corollary is an unusual 
paradox in which MMT initiatives deny clients the opportunity to enter or re-enter the labour 
market, an outcome that one would consider to be indicative of successful MMT. As such, 
 
9 Appendix. See 6. 
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social reintegration is precluded by the regulations of drug services. Thus far, both findings 
chapters have explicated MMT as a regime of constructed truth, which inhibits agency and 
often perpetuates intense difficulties as clients attempt to navigate their services. With the 
vast majority of participants availing of services for over ten years10, MMT as a social space 
in which citizens with little to offer neoliberal society are surveyed, controlled and confined 



















































Harm Reduction or Harm Production: The Production of Risk and Harm in MMT 
7.1 Introduction: 
 
Harm reduction advances rationalities and technologies that treatment should be 
buttressed by practices and initiatives that reduce the harm from drug use, as opposed to drug 
use per se, (Hunt 2004, Keane 2003, Kiely & Egan 2000, Single 1995, Butler & Mayock 
2005). Furthermore, harm reduction promotes amoral, value-neutral and non-judgemental 
suppositions and practices, (Miller 2001, Kiely & Egan 2000). Therefore, the model is 
perceived to be conducive to rights-based treatment. The primary examples of harm reduction 
modalities are MMT, needle exchange and supervised injection rooms, however correct and 
safe injection practices and the disposal of drug paraphernalia are also lesser known and 
offered tenets of the approach. MMT is currently the most widely implemented harm 
reduction strategy in Ireland, with 10,316 clients currently availing of the service, (EMCDDA 
2019). However, the preceding chapters have delineated Irish MMT as a litany of 
disciplinary, punitive practices that restrict agency and engender a challenging recovery 
regime which is arguably more concerned with the conduct of clients, as opposed to their 
well-being and quality of life. Ward, Mattick & Hall (1994, 1998), whom draw from the 
orthodoxy of Dole & Nyswander’s pioneering work (1965, 1980), are considered authorities 
in the field of contemporary MMT research and practice. In an overview of the effectiveness 
of MMT, they posit that it can reduce drug use, mortality rates and crime, (Ward, Mattick & 
Hall 1994, 1998), when underpinned by three essential requirements; adequate dosages, 
retention of clients in MMT and using quality of life as the primary factor in quantifying the 
effectiveness of treatment. This chapter will advance an argument that MMT services in 
Ireland have operational practices that directly contravene these factors, fail to reduce harm 
and often advance indirect and direct harms n the lives of clients. 
204 
 
An analysis of the research data suggests that many of the participants are cognisant 
that their MMT services’ standard practices do not reach the highest attainable health care. 
Many participants postulate that the reducing of doses and takeaways with no adjunct 
services, combined with the lack of adequately trained doctors advances practices that are 
more likely to acerbate deleterious treatment episodes and encounters. In addition, these 
practices promulgate risky behaviours and inhibit the development of therapeutic alliances 
between clients and clinical staff. The “us and them” dynamics, underpinned by asymmetrical 
power relationships have been excavated as a corollary of the restriction of agency by MMT 
mechanisms. This chapter will explicate the harms produced by this disparity. As Harris & 
McElrath (2012:811) posit, “Patients held in contempt by staff continue to act like addicts…. 
understandably, methadone maintenance programs today have little appeal to communities or 
to the majority of heroin addicts on the street”. With participants ostensibly aware of 
dehumanising structures, opprobrium and othering, the “appeal” of MMT is diminished. 
However, the “appeal” of MMT is rarely a factor in a client’s decision to commence this 
mode of treatment. As such, the “decision” is generally borne of necessity. The “contempt” 
that Harris & McElrath (2012) discuss, therefore often prevents clients from feeling secure, 
relevant and important, engendering poor treatment outcomes while hindering the benefits 
which are alluded to be concomitant with harm reduction initiatives. 
This chapter takes as its point of departure an inquiry into the contention that Irish 
MMT mechanisms perennially fail to engender positive outcomes for clients. Moreover, as 
opposed to reducing harm, many of the participants assert that harm and risk are 
paradoxically produced by MMT modalities, in particular when it is underpinned by rigid 
authoritarian governmental technologies, (Dean 1999, Bourgois 2000, Bennett 2011, Harris 
& McElrath 2012). These harms often hinder the client’s rehabilitation or recovery process. 
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However, the repercussions often extend beyond MMT care and can encapsulate actual 
physical harms, legal problems and manifest as obstacles to re-integration. 
7.2 New Guidelines and the Lack of Training: 
 
A smaller sample (n=5) of service providers were interviewed for this study. The 
majority of these have endorsed and adopted the international evidence base and best practice 
vis-à-vis MMT. Some were members of The Irish College of General Practitioners (ICGP) 
and The General Practitioners Specialising in Substance Abuse (GPSSA). As noted many of 
these doctors held reservations regarding the current HSE Guidelines for Opioid Substitution 
Treatment (2016), due to concerns regarding the human rights of clients, lack of adequate 
peer review and the failure of the Guidelines to attain National status, (Irish Medical Times 
2017). These “elite” interviews confirm that the misapplication of MMT is buttressed by 
these sub-standard Guidelines and the concomitant poor training of MMT clinical staff. 
Fraser and Valentine (2008:118), postulate that poor treatment practices and the production 
of risk are often excused, justified and encouraged by these “official discursive practices”. As 
such, it is often the systemic governance of MMT, made manifest by policy that is not 
embedded in international evidence or evidence-based practice, that informs much of the 
substandard treatment, as opposed to individual clinical staff and their nefarious or ostensible 
vindictive treatment practices. Furthermore, doctors will likely demonstrate shortcomings in 
their treatment practices if they have received inadequate, “sketchy” training, underpinned 
and reinforced by Guidelines that are not evidence-based or peer-reviewed: 
The training is sketchy, you can be trained over a weekend…You read a module and you 
answer some questions and you have your course done. But who knows who is answering the 
questions? It could be your wife, your husband. Another problem is that the ICGP will not 
follow peer-reviewed, evidence-based guidelines in designing this course. …The Guidelines 
were not evidence-based and not in line with current international best practice. There was a 
desire to give the lowest possible dose…. where the recommended doses of methadone were 
lower than in other European Guidelines. Doctor B. 
I find it difficult to rationalise what is going on, why doctors are giving what they should 
know is bad treatment. I think that pure and simple, this is bad training. If training is 
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standardised, and there were proper qualifications, and people had to take exams, and we had 
evidence-based guidelines with consequences for not following them, like the rest of 





The shortcomings of Irish MMT discourse are recognised by a small number of doctors 
within services, yet those who eschew the low dose rationale and punitive rationalities 
maintain that they have “suffered” professionally: 
After four years of being involved in prescribing methadone, when we were doing all these 
things with warning cards and things like that (punitive measures linked to urinalysis), I was 
starting to get uneasy with these practices and I said I wasn't going to do it anymore. Quite 
quickly, I fell out with people that culminated with me spending two years out of the health 
board due to a disagreement. So, I have suffered for refusing to punish patients. I could work 
in my own practice, but I was suspended from all H.S.E care. I was totally exonerated in the 
end and I took it as a great opportunity to do some training abroad. I took my Masters Degree 




The interviews with an admittedly small sample of service providers do suggest that poor 
training is inherent within the Irish MMT system. From the perspective of the client, clinical 
incompetence and lack of training regarding inter alia, the complexities of addiction and 
MMT are routine features of the methadone apparatus. Poor training has obvious 
ramifications for the client. It is linked to poor treatment outcomes and can be harmful to 
both the rehabilitation process and general well-being of MMT patients. The data 




I don't feel my doctor knows enough about addiction to be running my life. They don't do 
much training, but we are expected to do all the work to get on methadone and stay on 
methadone. I think more should come from them. There should be more from their side. I 
mean most of them think that a drop of phy (methadone) will change your life… that you will 
 
 
11 Despite the obvious issues regarding confidentiality, this participant forfeited their right to a 
composite or any other methods of concealing identity. 
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I don't think the doctors are trained enough to be making decisions that can be life altering, 
especially in our clinic where the doctors are still training. And one doctor won't go against 
another. And the lack of training can be dangerous. Audrey, 40. 
 
 
A confluence of untrained or undertrained doctors and a service user narrative that makes 
manifest that many are aware that clinical staff are poorly trained, will rarely translate into 
tangible, optimum outcomes for MMT clients, nor will it elicit a significant reduction in drug 
related harms: 
A GP does not need any specialist training to prescribe methadone in Ireland at the moment. 
There are problems with training. Forget about drug use for a minute, if you train people 
badly in life, don't be surprised if it all goes wrong, and we're just not training people. The 
training is poor, and nobody seems to be reading evidence-based material. With no 
guidelines, or poor guidelines and bad training, the system is in trouble from the start. It's 
going to breathe dissatisfaction among service users. It's not uncommon for service users to 
say that they went to a service for help and within a short space of time, these people quickly 




Doctor B mentions some of the many corollaries of poor training in MMT mechanisms, 
delineating how they permeate the service user narrative and “breathe dissatisfaction”. The 
fact that doctors with little or no prior experience in MMT are routinely treating clients in 
what is a highly specialised public health setting, reinforces assertations that drug service 
users are regularly being denied the highest attainable health care. A number of participants 
implied that their health care was little more than a training exercise for un-trained doctors: 
Because they are training most of them haven't a clue. We’re training them, they’re blow- 
ins… ... Audrey, 40. 
We get them stand-in doctors, they’re training. One would give you a sleeper (sleeping 
tablet), the other would take it off you. Louise, 35. 
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When a client of any health service is aware that they are being used as a training instrument, 
it does little to engender dignity and respect on the part of the patient. Many suggest that 
utilising untrained doctors is detrimental to their recovery and would be deemed unacceptable 
in commensurate public health services, while others stipulate how the high turnover of 
trainee clinical staff created challenges in fostering a positive treatment dynamic: 
The doctors that are sent into us are too young, they haven't a clue. The poor training is 
rampant in the services. The services don't help me with anything, Gerard, 54. 
You wouldn't see trainee doctors being used for any other health issue, but we get any ‘Tom, 
Dick or Harry’ in. Sometimes your consultation would take place in a corridor. It’s not on. 
Especially when you're getting bad news. Jenna, 45. 
…in my clinic your doctor is changed every six months or so, so you never really get to know 
any of them. So, there's no relationship getting built up with doctors. You're only building up 





Although all medical experts must undergo training, when dealing with vulnerable patients, 
this could be considered a valuable opportunity to train doctors to treat a medically 
challenging population. For doctors to undergo training in the provision of MMT, the 
introduction of a human rights-based approach fostering respect, dignity, transparency, 
participation etc. could reduce stigma and would likely foment better outcomes. Instead, we 
have a client base who feel used, facilitating the teaching of the specialist who likely moves 
on. What could be an excellent opportunity to train staff to engage with and treat a 
marginalised, stigmatised populace, counter the “us and them dynamics” and remove the 
latent power imbalance that is often synonymous with MMT is being overlooked. When the 
perception of being but a training exercise permeates the service user narrative, it advances 
the axiom that their rights and health issues are not severe or relevant enough to warrant 
experienced, permanent medical expertise. It is unsurprising that for many, this facilitated an 
unhealthy and potentially harmful rehabilitation process, further marginalising an already 
marginalised populace. Harm reduction should recognise the risks of drug use and attempt to 
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promote safer drug-using practices underpinned by pragmatism, amorality and utilitarian 
rationalities, (Newcombe 1992, Single 1995, Miller 2001). The shortcomings of Irish harm 
reduction initiatives are made manifest in Kiely & Egan’s publication of an instruction 
manual regarding the implementation of harm reduction. Published in 2000, the booklet cites 
the “silence….and lack of real understanding” vis-à-vis the model, (Kiely & Egan 2000:4). 
This is highlighted by Doctor A, who posits that many doctors who prescribe methadone do 
not subscribe to the ethos of harm reduction. Rather, their perspective of methadone 
treatment is as a transitional, ephemeral medication that is a precursor to abstinence through 
detoxification. Pre-determined dosing and time periods supplant the practice of an indefinite 
maintenance. Put succinctly, many doctors either misunderstand the rhetoric of methadone 
maintenance and harm reduction or do not agree with the philosophy. 
You need to buy into harm reduction to do this work. A lot of doctors are abstinence 
orientated, they haven't bought into harm reduction, they don't like prescribing methadone and 
consequently, they're doing it reluctantly. Some are possibly doing it because they get paid 
well. It's sad but it does happen. A lot of the harm reduction is being practised with abstinence 
as the end goal. There are many euphemisms, they don't call it detox, they say “moving on” or 
“passing through”, “end goals”, but you know what they are talking about. They're talking 




Notwithstanding the institutional indifference in the practices and principles of harm 
reduction, many of the participants demonstrated an astute, prescient understanding of the 
model: 
(Part of) Harm reduction is the informing of drug users who have been detoxing that if they 
are going to go use again, not to use alone for the first five or six times, that’s harm reduction 
like we talked about earlier, “either stabilized on methadone or just keep taking it and maybe 
become drug free”, that’s what they consider harm reduction, I don’t know, it's not real harm 
reduction. Harm reduction is vein care, how to inject properly, and most of the doctors 
wouldn’t know how to do this, or wouldn’t do it with you, the NGOs do it better, all the State 
Agencies, they're coming from that abstinence base or bringing people to the lowest dose of 
methadone idea, I don't believe in that, if you show any person compassion, respect and love, 
you will get much further quicker. Emily 50. 
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However, many of the interviewees expressed the opinion that their service providers do not 
employ harm reduction initiatives. Although the majority, if not the entirety of the cohort, 
were unaware of evidence-based harm reduction and best practice, a key finding is that few 
described a service that reduced harm, was amoral and non-judgemental. Peter highlights a 
common theme that emerged. Service users were not confident that their providers were 
practising harm reduction underpinned by best practice. As such, the inherent, pervasive 
penal culture of MMT precluded harm reduction practices for clients who were not yet 
abstinent from heroin: 
What I do is I continue to use drugs and to be honest when I have no money, I take my phy 
(methadone). I can't really see this changing for a while. If it was taken off me tomorrow, it 
would be horrible. Not having phy on standby. There's days I get up and I just couldn't be 
bothered going through all the shit of searching and scheming (for drugs). It's good to have 
phy then. I just take it early in the morning, and I don’t use that day. I think my doctor 
wouldn't accept a lifestyle like this. Its doctors practising harm reduction who aren't really 




The misapplication of harm reduction is made manifest in the data, as are the outcomes of 
poor training. However, with many trainee doctors, psychiatrists and psychologists being 
trained in clinics that advocate sanctions, frequent urinalysis and other practices which are 
not underpinned by the evidence base and best practice, these practices and philosophy will 
continue to be embedded in Irish MMT. As such, a continuum of punitive MMT is likely, and 
will be reinforced through the cycle of training in the absence of an alternative ethos. For 
MMT to become framed in human rights, a complete a thorough paradigm shift incorporating 
training, ethos and philosophy is essential. 
The thing is that the doctors that were involved in all of this (punitive MMT) in the ICGP 
(Irish College of General Practitioners), they are still there now, training GPs, so that whole 
ethos is still there, lower doses, urinalysis, discipline... now they wouldn't talk like that, but 
that's the way it comes out, and that's how people feel they're being treated. Doctor B. 
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The latest empirical evidence demonstrates that urinalysis and sanction are becoming more 
prevalent in clinics, (CAN & SURIA 2018). A corollary of poor training, especially in the 
case of harm reduction, is the abstinence orientated dispositions that dominate much of Irish 
MMT services. This amalgamation of harm reduction and prohibitionist, abstinence-based 
methadone treatment, which is not underpinned by evidence is potentially harmful to MMT 
patients. This is highlighted by contemporary evidence that posits only a small number of 
MMT clients enjoy positive outcomes from their services, (Moran et al. 2018). Most remain 
in long term MMT clinical care and high-risk, potentially harmful settings, (Carew & 
Comiskey 2018, 2018a). For these clients, MMT arguably mimics and possibly exacerbates 








Ward, Mattick & Hall (1994, 1998) are considered advocates of evidence-based, 
international best practice vis-à-vis modern MMT treatment. As discussed, they propagate a 
troika of factors that should underpin cogent MMT clinical care. Their work, which is heavily 
influenced by the pioneering trials of Dole & Nyswander 1965, stipulates that the retention of 
clients, correct dosage and employing quality of life as a gauge for competent clinical care 
are three of the vital components pertinent to effective MMT, (Dole & Nyswander 1965, 
1980, Ward, Mattick & Hall 1994, 1998). However, Irish MMT mechanisms routinely 
disregard these factors, with abstinence supplanting well-being as the lens through which 
successful MMT is evaluated. One could argue that there is prescience underpinning this 
rationale, as helping a client become drug-free with the aid of methadone can only be 
positive. Moreover, total abstinence is the embodiment of true harm reduction. However, the 
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data suggests that very few clients achieve this goal, (Moran et al. 2018, Carew & Comiskey 
2018, 2018a, Mayock et al. 2018). If MMT is to be considered a human rights-based 
treatment mechanism, methadone needs to be classified as a medication that is prescribed to 
those who struggle to abstain from heroin use, in the same way as a diabetic is prescribed 
insulin, (Dole & Nyswander 1980). For this to become a reality, the onus on abstinence needs 
to be removed and the focus placed instead on the quality of the client’s life while being 
prescribed methadone. Instead, the data demonstrates a focus on audit culture type indicators 
rather than a more holistic, humanistic assessment of outcomes. This can be enabled by 
developing and sustaining therapeutic alliances informed by care plans and facilitating 
accessible ancillary services and correct dosing practices, (Ward, Mattick & Hall 1994, 1998; 
Dole & Nyswander 1964, 1980). The narratives of the majority of participants demonstrate 
that these factors rarely underpin their service provision: 
Doctors should be looking at quality of life. When they are looking at abstinence and 
stabilisation, quality of life is not even looked at. It is a punitive system. Emily 50. 
My own feeling (around treatment) is that each patient should be treated on their own merits. 
You have to look at outcomes, beyond whether someone is getting a prescription. This is 
classic in this field. The big measurement for people on methadone is if they are still on 
methadone. That shouldn't be the measurement in medicine. The measurement should be how 
they're getting on with their life, their relationships, if they're working, their quality of life. 





To advance quality of life as the predominant lens for evaluating the efficacy of MMT, 
adjunct, holistic services need to be implemented alongside the dispensing of medication. 
Yet, participants unequivocally discussed the inadequate availability of counselling services, 
key workers or care plans. Moreover, many were critical of doctors raising methadone 
dosages without nuanced discussion or input from clients. As opposed to care plans and a 
structured therapeutic rehabilitation process, a number of participants allude to their service 
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providers raising methadone dosages without exploring any underlying issues that may have 
preceded their drug use: 
No other needs are brought into it. They're just there to provide methadone and that’s it. 
Nothing else was advised or offered. No counsellors or anything, everything was based 
around and on urines. They just dished out methadone, nothing like counselling was ever 
offered. Jazz 55. 
 
On the clinic, there's no choice or say in your treatment. Just feeling like a number….. 
Nobody would ask you why you can't get clean, or help you get clean. You're not made aware 
of anything. No-one ever asked me how I was finding it living in a hostel, how were my kids, 
do I need counselling. Louise, 35. 
 
 
I think in the twenty-eight years I am on methadone the services have gotten worse, I think in 
the early days they would offer you a detox and treatment and a way out of the methadone 




These excerpts promulgate a critical question pertinent to this discussion. Should a 
methadone client have their dosage increased in times of struggle? Alternatively, should 
counselling, motivational interviewing or other widely used models, advocated by the current 
National Drug Strategy (The Department of Community, Rural and Gaeltacht Affairs 2017). 
The Community Reinforcement Approach (CRA) is the model employed by the majority of 
drug service and is essentially a cost-benefit analysis of drug taking. Should it be 
implemented by ancillary services in conjunction with treatment or care plans? Care plans are 
synonymous with rights based MMT (CAN & SURIA 2018). Key workers were explicitly 
mentioned in many of the early MMT protocols, (Department of Health 1993, 1998). 
However, many participants stipulate that they have never been offered counselling or a key 
worker, while others had no knowledge of what constituted a care plan: 
No, these (care plans) are unheard of, you're just told get out, here's your script (laughing). 
Service users’ needs are never taken into account. You hear these things, key workers, 
counselling…. and you realise you get none of them. It makes you feel like we are not treated 
the way we should be. We should be treated the same. I have never even heard of a care plan 
and the doctor doesn’t help with anything else, it’s just methadone. Lisa, 36. 
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I've never heard of a care plan, like where I would like to be in six months or a year. I would 
like this, it would give me goals, instead of just routine, going to doctors. Aido, 33. 
None of these match up with what I'm hearing about clinics. I was helping with the surveys 
(peer-led research with SURIA) and all service users are having the same experiences I had. 
They told us 'we're just a number... it's degrading, we don't get heard...there’s no care plans, 




Several participants allude to this impersonal, instrumental mode of care, suggesting that for 
clients of MMT, well-being and care plans are rarely discussed. The lack of sufficient 
training is again amplified here, with doctors offering methadone and little else resembling 
adequate, holistic health care: 
The way we were treated was like a cattle market. Here's your script. Even a dealer would ask 
you more about how you were, how your life is. Davie, 38. 
My drug service helps me because I don't be sick, but all the scars I have from the services, 
the things they have put me through. On a scale, the services have done me twenty times more 
damage than good. No one ever asks you why you take heroin, they think the answer is just 
methadone. Gerard, 54. 
Methadone is all I suppose; I have my daughter and I need the methadone because I can’t go 




The life-quality of service users is often hindered as doctors neglect other medical issues the 
client may be suffering from. Stress, anxiety and the need for painkillers is often perceived as 
a ploy by MMT clients for extra medication, such as benzodiazapam (Valium). Emily 50 has 
extensive experience working as an official service user representative in Dublin. In her 
interview, she discussed some of her experiences working with MMT clients. 
As a drug rep I know a man who had a really bad bike accident, I've seen him, plates in his 
legs, the lot, and the doctor won't give him painkillers. He says the pain is excruciating. 
Another fella I worked with, he broke his back when he was younger and the pain he says, is 
unbearable. Especially now that he is older, he is in his fifties. I rang a doctor I know from the 
human rights group and he said there is a huge issue with drug users and pain killers. It's the 
same with depression and that, you’re not going to get the same treatment as a "run of the 
mill” person. There are times you are going to get depressed, no matter who you are but a 
drug user, you won’t get any medical help. 
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Other participants recalled having medications that were prescribed previous to MMT being 
replaced with extra methadone, as long-term medical problems were disregarded: 
I've always had anxiety and insomnia but as an addict, they won't give me anything. I mean I 
got taken out of a lecture with panic attacks and my counsellor told my doctor, but the doctor 
wouldn't give me anything. It's like, “she's a junkie, she's only looking for tablets”. This really 
annoys me. The doctor stopped my Valium after twelve years because I admitted I wasn't 
taking the tablets one three times a day. I was furious, I went straight out and used (heroin). 
When I was really struggling with anxiety they would give me more methadone. They 
stopped treating me for diagnosed conditions from before methadone. Sinead 1, 33. 
 
 
For Sinead1, this form of treatment was a precursor to heroin use. Notwithstanding Sinead1’s 
self-responsibility to maintain her rehabilitation, the sudden cessation of a long term, habit- 
forming legally prescribed drug is tantamount to malpractice. Methadone does little to 
alleviate anxiety, however, this episode in which Valium is replaced with additional 
methadone demonstrates that for some, even those who prescribe methadone, the medication 
is still considered a mood-altering substance, much like heroin. For Sinead1, her harm 
reduction services have unnecessarily threatening her rehabilitation process, ultimately 
resulting in a return to heroin use. 
 
 
The second and third factors of the “troika”; retention and dosing practices are co- 
related, (Mullen et al. 2012). Indeed, it could be argued that the troika exists as a dialectic 
cycle, as the neglect of any one can impact on the remaining factors and vice-versa. Clients 
who maintain that their service provider has little interest or compassion vis-à-vis their well- 
being often with draw their engagement. Therefore, the retention of clients within MMT care 
is difficult to sustain. Dignity, respect and compassion reinforce the value of the client, 
facilitating a healthy therapeutic alliance. Having discussed MMT as a punitive, controlling 
regime that is difficult to navigate, both service providers and service users elucidate that the 
development of these vital relationships is often a fragile, delicate process. Indeed, urinalysis 
and sanction, a duality that is embedded in MMT, are inimical to the development of positive 
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therapeutic alliances. The deleterious alliances that are engendered do little to reduce harm in 
client’s lives. Dole and Nyswander discussed the “mutual respect” that is imperative lest 
“adversary relationships develop”, (1980:201). Mutual respect is difficult to elicit and sustain 
within an environment of invasive, aggressive testing modalities which are unequivocally 
made manifest in supervised testing. Several respondents delineated how the testing process, 
in particular, supervised urinalysis, engendered the loss of rapport with service staff: 
There's nothing worse, I mean like you would be sitting down talking to your key worker, 
sometimes breaking down crying, next thing “can I get a urine off you?”. Rapport gone... 
makes you hate the place, hate the person, there’s no empathy, no trust, you're getting 
emotional so you must have used, that’s how it feels. You'd be open with your doctor if there 
was no punishment. I mean you're trying to build up a relationship with your doctor or key 
worker. You're talking personal stuff to these people, next thing they're asking you for a urine, 
it's disheartening. Then it turns into a person of authority and I can't work with them. So, the 
next time I talk to them there's a big change. I don't tell them as much so in a way the urine 
has got in the way of my treatment. Urines have damaged my treatment, it has played a big 
part in the way I open up, created issues for me... it has created 'us and them', it doesn't sit 
with me, it's degrading, it's not nice. Davie, 38. 
 
 
It's extraordinary the amount of urines you have to give, especially when you think of how it's 
done in other countries. For me, it's to make things easier (for the service). I mean any idiot; a 
monkey can check a test. You just dip it. Then they (the doctors) don't need to know anything 
about addiction. The whole of treatment is your urine, and everything is based on it. They're 
lazy, they (service staff) don't know anything. It gets quite obvious that no one gives a toss 




Furthermore, service providers also elucidated that testing harmed the therapeutic 
relationship, hindering communication and often acting as a barrier to rehabilitation: 
I could be sitting with a client……. and we're talking about building a rapport, developing 
this therapeutic relationship and at the end of the session or later on that week, I'm taking a 
supervised urine off them. To me, that just breaks the therapeutic alliance. In here we're trying 
to develop trust, but at the same time it's like “hold on there, while I supervise you while you 
urinate”. It totally destroys the therapeutic alliance. Gerry (service provider). 
 
 
It's a common thing among doctor's that service users lie, but service users don't lie unless 
there is something riding on it. My patients don't need to lie to me. From the start, I've always 
asked "what did you take this week', and it's out of the way, I start like this and then continue. 
So, from the start I 'm asking 'how did you get on this week', they might say, "well this week 
was better, I didn't use as much”. Later on, in treatment, I'm the same, I don't punish them. 
Then they can say freely, “well I had a bad week this week”. Now contrast this with the 
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austere urine test, people are not stupid, patients think: “well this guy is interested in urines, 
and this is how he's going to judge me, he's not interested in anything else, and I don't like 
being punished", therefore what do you do, you lie. That is the fatal change in the 
relationship, straight away, that first lie. This has disastrous effects on treatment because the 
dialogue is not free-flowing, the relationship is breaking down. it might look good 
superficially, but everything is far from OK. The doctor loves the urines, the patient starts 
giving false samples, there's always a way. It's understandable why the patient would do this, 
he might need to work and needs takeaways, so the urine can promote lies. The problem with 
false samples is if you are in trouble, and you continue to give false samples, you can't ask the 
doctor for help. To me that's dangerous. Doctor A. 
 
 
An effective therapeutic alliance allows for interaction, communication and honesty. All are 
imperative for a meaningful rehabilitation process. Yet, with testing perpetuating vital reward 
and punishment binaries, few of these factors are facilitated by contemporary MMT practice, 
preventing skilled counsellors from availing of their skillset and enabling others who may not 
have adequate expertise to employ poor treatment practices. Ward, Mattick and Hall 
(1998:257) postulate that “no patient is going to be honest about their drug use if there is a 
possibility they will be dropped from treatment for doing so”. Doctor A’s postulation that 
urinalysis often perpetuates the “first lie” and potentially prevents the client from seeking 
recourse following repeated “false samples” captures the potential danger in employing 
urinalysis as the primary mode of clinical care. Other service providers expressed the view 
that the centrality of testing replaced knowledge and skillsets: 
 
 
(Urinalysis) becomes the centre of treatment and takes away from my skill set. I'm not being 
arrogant, but I know over the years I've picked up a lot of skills and I think this over- 
dependence on urines takes away from that and can prevent me from using my skills. I'm 
skilful enough, or I should be, to know that if someone I am working with is using drugs I 
would notice, but I think a lot of people working in recovery have got very tired and the 
urines cuts out you having to use your skills, what you know and what you have learnt in 




Almost all clinical decisions emanate from the results of urine tests alone (Ward, Mattick and 
Hall 1998), some of which are taken from clients three times a week, (CAN and SURIA 
2017), at a significant cost, estimated at eleven million euro per annum to the State, 
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(Cosgrave 2010). The rationale underpinning supervised urinalysis is purported to be the 
prevention of the client consuming illicit drugs and ensuring that methadone is not diverted to 
the black market. This “waste of resources” (Cosgrave 2010:1) in a time of scarcity and 
austerity is not consistent with the international evidence base, with Ward, Mattick & Hall 
postulating that according to contemporary international evidence, urinalysis does not deter 
illicit drug use: 
Results of numerous studies suggest that there is little to be gained by using urinalysis to 
monitor drug use, if the main purpose of the procedure is to deter patients from using illicit 
drugs........On the basis of the available evidence, it has to be concluded that there is no 
compelling evidence that the absence of urinalysis leads to an increase in illicit drug use, 
(Ward, Mattick & Hall 1998:251). 
 
 
In comparison with other countries, supervised urinalysis is deeply embedded in Irish MMT 
mechanisms, with an external report positing that urinalysis is “too entrenched” in the Irish 
MMT system, (Farrell and Barry 2010:5). O’ Sullivan (2009) writes of the British technique 
of taking approximately seven samples annually, similar to that of Australia, while the US, 
often used as an exemplar of prohibition takes fourteen sample per year. Moreover, the 
frequency of testing by Irish MMT services is argued to be unjustified, (O’ Sullivan 2009, 
Farrell & Barry 2010). Indeed, the Farrell Report’s recommendations included a significant 
reduction in the frequency of urinalysis, primarily due to the practice not capturing the 
nuances of drug use, (Farrell & Barry 2010:5). 
 
Several clients highlighted their reluctance to attend clinics or doctors following drug 
use, due to the prospect of having to endure the disciplinary penalties perpetuated by 
urinalysis. Sanctions and punishment, the organised practices that MMT services adopt to 
police the conduct of clients, frequently inform responses that create risk in the lives of 
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clients at a time when support and care is imperative. Some participants articulated that 
following heroin use, they avoid their services until their drug use cannot be detected, thus 
choosing the lesser sanction of missing an appointment: 
If someone messes up, they get their doses cut, eventually they (clients) stop going because 
they're not getting the phy that they need… you’re afraid to go back to your clinic and face 
the music because your urine was positive. Paula, 41. 
I mean how can you cut someone's dose, especially down to something as low as twenty mils. 
That’s going to cause you to use and, in the end, probably not bother going in for your twenty 
mils. So, that’s someone  off  the  clinic,  in  a  way  it’s  a  way  of  getting  people  off 
clinics ...... sure how can they call that harm reduction. You're either on a maintenance or 
you're not. Gerard 1, 41. 
 
 
Paula captures the paradoxical effect engendered by the reward/sanction binary that 
underpins MMT. At a time when clients need to be availing of relapse initiatives or during a 
time of repeated drug use, both participants suggest they may be inclined to avoid contact 
with their respective services. The reduction of dosages can be viewed as a human rights 
violation, as it is an explicit denial of a prescribed medication and a refusal to grant the 
highest attainable level of healthcare, a right enshrined in several Human Rights treaties and 
instruments, (UDHR 1948, ESCR 1976). The reducing of doses is also discouraged by the 
much-maligned HSE Guidelines (2016), yet the practice is still reported in many of the 
service user narratives. The reduction of doses is indicative of the spectre of abstinence and 
prohibition that still buttress Irish MMT initiatives. What emerges is a nexus of prohibition 
and harm reduction that fails to engender positive outcomes vis-à-vis drug use, drug-related 
harms, crime and mortality rates, the ostensible underpinnings of the model: 
They call it harm reduction down here (town in rural Ireland) when you give dirty urines. 
They reduce your dose by half for three days. They call this harm reduction! The first thing I 
do when I'm put on it is score (purchase heroin). That's not harm reduction, it's fucking harm 
production. Mike 35. 
 
 
Mike’s admission that his reaction to sanction is to use heroin raises questions for Irish MMT 
services. As opposed to reducing harm in Mike’s life, the service he received has pushed him 
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toward heroin use, while simultaneously neglecting the contemporary evidence base and the 
much-maligned 2016 Guidelines, (Ward, Mattick & Hall 1998, HSE 2016). Defining Irish 
MMT mechanisms as harm reduction modalities that often perpetuate harm in the lives of 
clients is a delicate postulation. However, the data explicates that when MMT perennially 
disregards best practice, evidence-based knowledge and international evidence, and provides 
poor training of service providers, the outcome is often the exacerbation of direct and indirect 
harms and risk. 
 
 
7.4 Mothers in Methadonia: 
 
The most recent estimates of problematic opiate use in Ireland stated that 28% of 
recipients MMT were female with the remaining 72% male, (EMCDDA 2019). An analysis 
of the data highlights very different gender narratives among those availing of MMT in 
Ireland. When exploring harms and risk produced by MMT modalities through a gender lens, 
the disparity in service experience is magnified, delineating the female experience as more 
nefarious, harmful and less likely to engender an enhancement in the quality of life. All but 
one of the female interviewees (n=13) were parents. These participants experienced harms 
and risks that were exacerbated primarily due to their roles and identities as mothers. While 
the majority of male participants were also parents, few cited this as a significant obstacle to 
their treatment. 
It's much easier for a bloke to just get up and walk, cos we don't have the responsibilities 




With many mothers previously citing that their role as guardians was often employed by 
clinics as a mechanism for control, the emphasis here is on the harms and risks which are 
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amplified in the treatment experience exclusive to mothers. Some mothers spoke of the 
additional difficulties that parenthood perpetuates in an MMT setting: 
They have facilities for kids, but they have their (clinical staff’s) eyes all over your kids. I 
mean if your kids are after been playing and they’re dirty, this is all reported at meetings, so 
people don’t like bringing their kids in, cos everything is being watched. Yeah, it’s much 
harder as a woman to go to treatment. Men can just get up and walk, women have to look 
after their kids. Audrey 44. 
Definitely being a mother (is more difficult). A mother doesn't want her child taken into care. 
I don't agree with the child been taken into NA, is it a good idea bringing her? I thought it was 
but when I wasn't having a good relationship with my ex-husband, I was getting phone calls 
from him saying my daughter asked what heroin was. Most men don’t have to worry about 




A key finding was the role of parenthood in shaping subjectivities and determining treatment 
inhibitors, with mothers saying that their parental responsibility was not compatible with their 
treatment. This was highlighted within all areas of MMT care, from the clinic to the 
dispensing pharmacy. As their children matured, several mothers spoke of the difficulty in 
navigating their service obligations while simultaneously being responsible for children 
attending school. This was aggravated by their perceived responsibility to conceal methadone 
use from growing children. Linda discussed an incident in the chemist while collecting 
methadone from her pharmacy: 
It happened to me in the chemist. I had my son with me because he was sick, he (my son) was 
on his phone so I raced ahead of him into the chemist so he wouldn’t see me signing the 
methadone forms. I mean the methadone prescriptions are obvious, they’re different than 
normal prescriptions with methadone written on them in large type for everyone to see, and 
they are different colour and size. I said it to the chemist, cos she knows me, and I thought 
she'd understand, that my son was with me, he’s twelve now and doesn’t know anything 
about the methadone. I signed the one I needed, I wasn't collecting the four weeks, she said to 
me in front of my son, I mean as I said he's twelve, he's not stupid, and the chemist brought 
them cover and said 'Linda, it's the law you have to sign them'. The next week she pulled me 
and said I didn't need to be so aggressive, I told her that I had said my son was with me, said a 
bit of confidentiality wouldn't go amiss. They must have known I was right cos the owner 
didn't even say anything to me. Linda 35. 
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For Linda, the responsibility to conceal drug treatment from her growing, maturing child 
added further complications and frustrations to her rehabilitation. Several female 
interviewees discussed the day to day the day to day difficulties that emerged from raising 
children while attempting to avail of ancillary services like Narcotics Anonymous or 
Community Drug Projects. For many, availing of MMT was a safe space, one which they 
were reluctant to leave. As such, they did not envision an endpoint to the MMT, in particular 
while their children were still young. Detox was not considered compatible with motherhood. 
Others articulated that due to their parental responsibility, they had no choice of treatment. 
For these women MMT was the only available treatment, abstinence would be a complex 
process with added pressures. As such, mothers were often trapped in what is a high risk, 
agency constraining setting: 
It's harder for women in recovery. Men can just get up and go into recovery. Women have to 
plan around their kids. If they need an NA meeting, who's going to mind your kids. There is 
bits of help, but not much. Having kids did delay my recovery, any mid-term, or time off 
school, you can't go to your programme. Louise 35. 
I couldn't go into treatment; it would be impossible. My daughter who is fourteen has just 
been diagnosed with ADHD, and I have social workers on my back already over the child, so 
I have to stay on the clinics, I would jump at the chance to go to treatment and get off this, but 
I couldn't leave my child. She is very dependent on me because it's always been just me and 
her, so I don't think she would manage. Steph 41. 
 
 
I'm afraid to come off it, I don’t mind admitting it, it's a safety net. It's so hard to get back on 
the services that I don't want to leave or come off them. It took me four months the last time. I 
don't think I could do that again. The last time I went to see the counsellor before they took 
me on, I was crying. I had a young baby, there was an eighteen-month waiting list to get on in 
my town, so I had to go to a clinic in the city, a two hour journey and two urines a week, 
otherwise they wouldn't take me, but I was happy cos at least now I was getting some kind of 
help. Linda 35. 
 
 
The resultant recovery field leaves little space for the acquisition of recovery capital, with the 
extraneous duties, pressures and obligations situated in the narrative of many female MMT 
clients. 
I have to make my doctor believe that my life is great or else he will take takeaways off me. I 
have to pretend everything is “hunky-dory” otherwise he would put me back on supervised 
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methadone and I can't have that. It has too much of an impact on my life with the kids and 
that. I do want to get off methadone because I do see the receptionists, the nurses, the staff 
and other patients in the shops and I do feel it. For a woman, it’s a hundred times more 
difficult to go into residential rehab. A mother can't, it's not an option, you would have to tell 




This pretence that “life is hunky-dory” is an obvious obstacle to the reduction of harm in 
Linda’s life, as she adopts the perspective that she must be seen to be abiding by all rules, 
regulations and stipulations perpetuated by her treatment without difficulty. There is a 
reluctance for MMT clients who are mothers to request recourse or assistance. The interviews 
suggest that mothers feel a responsibility to both services and their children, to the detriment 
of personal responsibility and well-being. Moreover, many stated that they would be 
unwilling to disclose their struggles with the pressures of parenthood and navigating MMT 
procedures, again reinforced by their fear of social workers and having their guardianship of 
their children revoked. Linda’s interview made manifest the complexities and strategic games 
that have been termed as “competing governmentalities” in earlier chapters, also occur here 
as service users must again navigate two conflicting sets of demands, in this case MMT and 
motherhood. As per Linda, many of the mothers were confined to a double bind of having to 
manipulate MMT modalities and parental responsibilities, while simultaneously feeling 
unable to leave the MMT system. Women face a paradoxical conundrum in which they must 
be seen to be successfully engaging with treatment, yet unwilling to leave the system, a 
difficult proposition considering the focus on abstinence that informs Irish MMT. Mothers 
are arguably affected more than any other populace by the harm reduction/abstinence/harm 
production nexus. As such, they must participate in additional, complex strategic games in an 
attempt to manoeuvre their children’s needs around their service’s demands. 
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7.5 Indirect Harms: Risky Practices and the Difficulty of Progression: 
 
A key postulation of this research is that although methadone as a medication has 
endured societal demonization in Ireland, it is the discursive practices that are embedded 
within the system and discourse that produce harm and inhibit MMT mechanisms from 
reaching their potential. Indeed, many of these latent harms and risks are by-products of a 
poorly managed system. Others are co-related to the previously discussed difficulties that are 
acerbated as the client attempts to navigate this highly structured, punitive system that often 
precludes autonomy and agency. 
The data explicated the advancement of “risky practices” by clients, some of whom 
are awaiting treatment, often due to waiting lists (this is common in rural Ireland), while 
others are reluctant to use services due to their restrictions and inhibiting factors that may 
cause a loss of employment and family breakdown. While methadone treatment is almost 
always the automatic response to heroin use by public health services (EMCDDA 2018, 
Butler & Mayock 2005), some heroin users were reluctant to submit to what are considered 
apparatuses or institutions of control. Street knowledge, or what Foucault (1980:82) terms 
“local” or “folk” knowledge, advances rationalities or “street discourses” which equate MMT 
with a loss of agency and a submission to authority. Many of the participants spoke of being 
educated regarding inter alia, the advantages and repercussions of MMT from what Ball & 
Vincent (1998:377) have termed “hot knowledge”, in this case, the knowledge that emerges 
from the drug-using community. Some participants refused to surrender their autonomy, 
instead opting for the inherently risky practice of self-medication through the purchase of 
street methadone. Johnny 43 outlines his experience of both purchasing and selling diverted 
methadone on the black market. While purchasing methadone, he was attempting to hide his 
addiction from loved ones, a consequence of this demonization of MMT in Ireland. As he 
recalls selling his medication, he amplifies the inherent difficulties for some in engaging with 
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MMT services. MMT services have in effect paradoxically created this black-market for 
medication, primarily due to the combination of invasive practices, sanctions, long-term 
waiting lists and regulations which are prevalent within MMT clinical care. Black market 
diverted methadone is often diluted or mixed with other pharmaceuticals in order to 




Yeah, I done both (bought and sold methadone). Sometimes, I'd buy it because I didn’t want 
anyone to know, when I was selling it, it was usually to people struggling to hold on to a job 
or a relationship. Others were people struggling to meet the rules and regulations of the clinic. 
I mean the methadone's fine but the shit that comes with it can be a pisser. And people 




The asymmetrical power imbalance that can permeate MMT practices can encourage the 
practice of self-detox. Several interviewees discussed being denied an opportunity to detox 
by doctors. For many of these participants, the denial of choice and input informed a decision 
of self-care and self-detoxification: 
I have no choice or input in my service. Sure, who am I to tell them how to treat me? Like I 
have asked to be detoxed loads of times, but I get told it's too dangerous. Gerard 54. 
I feel like just a cheque to my doctor, a number, me and the fella, we had to detox ourselves 




The practice of detoxing without medical supervision is fraught with risk and was frequently 
articulated by participants. 
When I wanted to detox, I had to do it behind the doctor's back. I was never even asked about 
detox, I think they had me down as someone who would be on methadone for life. They said I 
couldn't do it when I asked, wouldn't let me. So, I had to do it myself, without them knowing 
and that's how I got off methadone. Unfortunately, I think this puts a lot of people off and 
keeps them on methadone. Louise 35. 
226 
 
The risk of over-dose is accentuated while detoxing and therefore ancillary services and 
medical supervision are an integral part of the process. Denying a client this the opportunity 
of detoxification perpetuates the risk of mortality, again undermining one of the primary 
objectives of harm reduction, (Ward, Mattick & Hall 1998, Dole & Nyswander 1965). Emily 
50, recalls her experience of attempting to self-detox and the near-fatal ramifications this had: 
When you're detoxing there is a high possibility of overdose, the only time I ever overdosed 
was when I went down the country and got down to 5 mls. of methadone by myself. When I 





Many of the cohort, particularly those who inhabit rural town and villages, discussed having 
to wait for long periods of time due to a shortage of MMT facilities. Participants spoke of 
waiting periods that ranged from several months to two years. For an active heroin user, this 
often consists of engaging in crime and obviously continuous drug use. Long term waiting 
lists are synonymous with MMT in rural Ireland, again due to systemic shortcomings. Risky 
practices were also employed by these participants, with some clients sleeping on the streets, 
begging and becoming embroiled in the small scale dealing of drugs to fund their heroin use: 
 
 
I went through the usual three urines and visits to counsellors and was waiting two months to 
get back on. This is pretty quick, you see I had just left the services, I had relapsed. I was 
living on the streets. So, I was gone for two months, living on the streets on heroin before I 
got help. This is quick but it's a long time to be waiting to get back on methadone, especially 
when you are living rough and tapping (begging). So, I was begging and doing some 
wheeling and dealing and doing lots of risky stuff while waiting on help. No other illness is 
treated like this. Before the clinic my life was chaotic. It was difficult to get a bed in the 
woman's hostel in my town, so we would have to get sleeping bags from the men’s. I would 
get a bit of weight (heroin in bulk, this is cheaper and allows for small scale peddling, in this 
instance to fund a heroin habit) and do some small-scale dealing, so I was doing some risky 
stuff before I could get help. Aoife 35. 
 
 
For these clients, awaiting care for their addiction was a high-risk period replete with 
potentially harmful actions and consequences. Joseph picked up criminal charges for drug 
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dealing, while simultaneously attempting to manage his addiction and engaging with MMT 
services until recourse became available. For Joseph, this involved purchasing heroin in bulk 
to save costs and when arrested the amounts of drugs surpassed the more facile possession 
laws. As such, the charge was the intent to supply heroin, a charge which carries harsher 
penal outcomes in the courts: 
 
 
There’s is no service in this town, there's a town ten minutes down the road and they have a 
satellite clinic, but because I live outside I couldn't avail of any service. I was two and a half 
years waiting to be taken on to a service. In this two and half years, I picked up drug charges, 
two I think, all for possession, I couldn't afford to be buying heroin every day, so I was 
buying a couple of grams to try and last me, so the Police were charging me with intent to 
supply because of the amount. My mother's house was raided too, so it caused lots of 
problems at the time and the police were convinced I was selling even though the amounts 
were small, but they were bigger than personal use, certainly down here (rural Ireland). In all 
this time, I was on the waiting list for services, just trying to make things work, I wasn't 





With MMT services impeding many client’s objectives to gain or return to 
employment, the financial pressures for clients that can emerge often inform temptation or 
enticement for clients to commit crime. This is particularly acerbated for those who have 
been involved in crime pre-MMT. With clients highlighting their difficulties in their attempts 
to attain employment, this allure of crime was for some, intense and compelling. A return to 
crime would have obvious deleterious ramifications for the rehabilitation process, inhibiting 
the client’s prospects of maintaining a heroin-free life: 
I just wanted to be doing something (working). As soon I told (prospective employers) them 
my name and address, I was told I wasn't suitable. I can disable a bank machine, but I can’t 
pick up dog shite. I have been tempted back into crime because I can't get a start in work cos 
of the clinic, I can't make proper money. John Brown, 45. 
 
 
Not having the money to live on, it gets you thinking. I could go and buy a batch of heroin 
and sell it…. the social welfare and the doctors are backing you into this corner. You would 
think that these people would work together. Joseph 36. 
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For those who were fortunate enough to traverse the difficult period of awaiting care, the 
myriad of other obligations associated with MMT presented additional risk-averse 
interactions. An obvious by-product of situating a clinic in a specific building and area is the 
opportunity for small scale drug pedalling, both from street dealers and clients who are in 
early recovery or are not committed to a heroin-free lifestyle. This proved to be challenging 
for many of the cohort, in particular those in the early stages of their treatment. Many 
discussed being introduced to and developing problems with drugs which had not been an 
issue pre-MMT: 
Going back into the clinics every day makes it impossible to stay clean, especially when 
you're from the inner city. Zimovane, Valium there would be everything, never mind heroin. 
And I'd be stable. I think that once you get stable there is no need for you to be going in there 
every day or even every few days. Because I'm from the inner city I could get lay on (drugs 
first, money later), the lot, I wouldn't even need money. Robbie, 44. 
 
 
There's loads of things that I have learnt about through clinics. All the different types of 
tablets and all, things I wouldn't have heard about if I wasn't on the clinic, things and drugs I 




Others captured the difficulty for a methadone client who had been placed on a clinic post- 
release from prison. For these clients, all of whom had continued their MMT while in 
custody, the amounts of heroin available in prison are relatively small and often the price is 
exponentially inflated. Therefore, their drug “habits” were almost always relatively small, 
and many were critical of being placed in the high-risk setting of the clinic immediately upon 
release. Participants cited being “back in the circle”, and compared the situation with 
“sending a rabbit among the foxes”: 
Take-aways would have solved all this (the temptation to buy drugs). And I was after coming 
out of prison clean. I was giving clean urines, so there was no reason why they shouldn't have 
given me takeaways, I should have been treated differently. I was just out of prison, and like 
most people just out of prison I was clean. But they insisted I went in there every day, with all 
the drugs been sold outside. It was impossible. You're putting someone that clean back into an 
addict's environment. It’s like sending a rabbit among the foxes. Joseph, 36. 
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You're released from prison with a letter saying you can't get social housing, you go on 
methadone to try and make you a new person, and you don't want your families (sic) finding 




Clinics and other mechanisms and apparatus involved in MMT are hardly at fault for the 
small-scale peddling of drugs and tablets at the sites of methadone prescribing and 
dispensing. However, with participants articulating that they have been stable and confronted 
with the drug trade in action as they avail of MMT, basic communication would make the 
navigation of services less challenging and risk-averse for all. A valid, pragmatic solution 
that reduces harms for clients is offered by several interviewees: 
I hate the clinics, you’re getting offered anything and everything, I mean you could be having 
a bad day and someday you just might score. The answer to stopping drug dealers 
congregating outside clinics is to better assess clients. People who are serious about recovery, 
it's easy enough to tell, those who just want to get out of the head should be separated. Jason, 
44. 
 
Another hard thing about the clinic is the amount of drugs available outside and around the 
clinic. It’s hard to keep it together, getting offered this, that and everything. I think they 
should maybe separate the hours of the clinic so that people who are trying to stay off gear 
aren’t getting offered this and that. Gerard 1, 41. 
 
 
However, the perspective separation of MMT clients on the basis of their stability comes with 
the quandary of further marginalisation and dividing practices. However, when underpinned 
by harm reduction ideology as opposed to sanction and the policing of conduct, the 
separation of stable and unstable clients could be achieved to a reasonable standard with 
relative ease, reducing the harms and risks for vulnerable clients, stable clients and clients 
who have been released from the penal system, while simultaneously offering harm reduction 
initiatives for clients who still desire to consume drugs. 
Many of the cohort were critical of the lack of extraneous services provided by MMT 
modalities. A 1993 Report by an “Expert Group” pertaining to nascent Irish MMT services 
stipulated that methadone was to be an adjunct to counselling and recovery, (Department of 
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Health). However, by 1998, MMT had been “promoted” to a treatment model in itself, 
(Methadone Treatment Services Review Group). The data suggests that MMT services have 
continued on this linear trajectory of reducing the access to ancillary care, elevating MMT as 
a stand-alone treatment modality. As such, Ireland’s methadone system has been argued to be 
replete with non-evidence-based practices that do little to enhance the lives of clients. 
Retaining clients in recovery models or maintenance initiatives underpinned by disciplinary, 
authoritarian rationalities is arguably not optimal care or treatment. However, Irish MMT 
coerces patients into a system from which it is difficult to successfully emerge: 
These are the people who went against social norms, who took illicit drugs, “but we'll treat 
your heroin addiction, we'll give you this opiate substitute, that you'll end up being on longer 
than you were on heroin, we'll make it really, really difficult by default for you to come off it, 
because we have all these legalised and standard doses and people will only admit you to 




This research argues that retaining clients within a modality that is predicated upon 
urinalysis, sanction and punishment and other practices that are not aligned with international 
best practice is in itself bad practice and possibly harmful to clients. In some cases, 
participants articulated that MMT had done little to reduce the risks and harms that they 
experienced with pre-treatment heroin use: 
All the scars I have from the services, the things they have put me through. On a scale, the 
services have done me twenty times more damage than good. Gerard, 54. 
Now I have a sixteen-year methadone habit that is going to be very difficult to get off. I do 





The lack of services post-MMT can also be an inhibiting factor that keeps patients bound to 
MMT services. In addition, remaining within services is for some, a method of sustaining “a 
safety net” that facilitates the possibility of further heroin use or relapse. As such, the lack of 
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aftercare services ostensibly fosters an unwillingness to attempt detoxification among clients, 
with the interviews capturing clients’ difficulties and anxieties vis-a-vis re-engaging with 
MMT services if their detoxification process does not advance positive outcomes: 
 
 
That's one of the reasons why I don't want to leave the methadone services, there's nothing 
afterwards. It scares me that when I finish with the doctor there is nothing there for me 
afterwards. He (doctor) used to be always asking me to come off it, to detox, seeing as my 
urines were clean, but he doesn't anymore, I'm afraid to come off it, I don’t mind admitting it, 
it's a safety net. It's so hard to get back on the services that I don't want to leave or come off 
them. Linda, 35. 
My ma and sisters, they all think I've been on methadone too long. They say I shouldn't be 
going to chemists here and there, (so) this time I want to get methadone free. I find that even 
though I'm only on a low dose, it can be an excuse to use heroin, it's a safety net that you can 
fall back on because you're still on a service. Ivan, 41. 
As well as that, when you give something up and then slip there's no way back, they won't 
help you, you're on your own. If you make an effort and don’t make it, they make it hard to 
get back on. Steph, 41. 
 
 
Many of these indirect harms are corollaries of poor management strategies within MMT 
services as opposed to poor practices per se. As a harm reduction service, MMT must retain 
the ability to adjust and modify its practices to accommodate the needs of a vulnerable patient 
base. The data suggests that MMT services routinely fail to do this, informing outcomes that 
perpetuate unnecessary harms and risk for clients of MMT. 
7.6 A Robust Avenue for Complaint 
 
 
Rights-based treatment must be predicated upon a robust, independent avenue for 
complaint (CAN & SURIA 2018), particularly in the case of public bodies. Moreover, The 
Public Sector Duty Act has little to offer service users, unless it is underpinned by 
transparency, participation and accountability, all of which can be facilitated and advanced by 
a competent complaints mechanism. Without this robust, independent complaints mechanism, 
clients remain vulnerable to systemic harms and risks, as their agency to resist is further 
restricted. At present, the Health Service Executive (HSE), the government department 
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responsible for MMT, has a complaints mechanism in place for patients of all public health 
services. Entitled “Your Service, Your Say”, the service is rarely advertised, insofar as most 
MMT clients are not aware it exists, and for those who are, most are inclined not to use the 
service. Indeed, from a research cohort of almost fifty service users, only one had opted to 
use the service. 
I had my complaint put through twice, by three different doctors… .... The people who are 
being complained about are dealing with the complaints. There is no one watching the 
watcher. It should be impartial. I mean the doctor I was complaining about was an agent of 
the HSE, being investigated by other agents of the HSE. I mean they are hardly going to go 
against each other. Niall, 46 
 
 
Niall’s concerns were echoed several times in the interviews. Clients stated that making a 
complaint to a service concerning said service did little to inspire confidence, trust or 
anonymity. 
Sure, who are you going to complain to? A load of doctors about a doctor. There needs to be 
an independent group set up for people to make complaints, almost like a union. Johnny, 43. 
 
 
If I was to make a complaint, I know my doctor would hear about it. I think I'd be put off the 
doctor's list and wouldn't get on with another one. No matter how bad it was I don't think I'd 
make any complaint. Joseph, 36. 
 
 
Some participants feared submitting complaints regarding certain doctors “with their hands in 
everywhere in the methadone system” or being quite “high up the ladder”. The fear of 
repercussions was the principal caveat that inhibited a competent complaints mechanism. 
I can't complain about him (doctor/service provider), even it was anonymous, he would find 
out it was me; he has his hands in so many parts of the system. I would be reluctant to make a 
complaint because I think he would make my life a living hell, I know he would. Jason, 44. 
 
 
This perception is echoed several times throughout the research and as such, it confirms how 
MMT has become synonymous with threat, sanction and interdiction as a powerful 
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mechanism for social control, as opposed to an initiative that reduces harm in the lives of 
drug users: 
We are manipulated by the fear of our script being stopped. There was loads of times I 
wanted to say something, but you'd be afraid to open your mouth……I never knew there was 
a method of making complaints against drug services.... but you don't want that... it's 
intimidation isn't it, you don't want them having that on you. I mean they're condescending 
enough as it is. I wouldn't make a complaint, you'd be made pay, you just know it... and you 
don't want to be doing this. Jazz, 55. 
 
 
No, I would be a bit worried about making complaints cos I know they would come back at 




The data portrays a population mostly unaware of a complaints procedure and for those who 
are aware, few would be willing to make a complaint as the repercussions may engender 
further mistreatment, the with-holding of entitlements or other manifestations of the 
asymmetrical power imbalance. 
I don't know of any way of making a complaint. One doctor that I was on with, I remember a 
group of them got together to make a complaint. They all found themselves off that 
programme in a matter of days. I wouldn't know where to start to make a complaint and I 
don't think I would anyway. It would have to be something really serious for me to complain 
because if things are going good, I don't want to rock the boat. Since I seen others getting 
treated totally different after making a complaint, I just wouldn't do it you know, its' not worth 
it. Mick, 37. 
Making a complaint would have to a serious thing because the doctors really have a lot of 
power over you. I would be afraid to make complaints because he (the doctor) would send 
you back to the clinic. Linda, 35. 
 
 
The perspectives of the majority of the cohort regarding the complaints procedure and their 
unwillingness to “rock the boat” due to deeply embedded fears predicated on their future 
treatment is indicative of notion that the Irish MMT client of Late Modernity has now 
become a passive recipient of public health. Despite the many harms and risks that can be 
both directly and indirectly attributed to the MMT system, clients remain silent, fearing that 
the disclosure of their resentments and frustrations will engender further mistreatment. In this 
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context, human rights emerge as a valid, powerful framework to pursue a harm reduction 




The data explicates two forms of risk and harm which are often perpetuated by MMT 
services. Direct harm and risk are corollaries of tangible, prominent systemic shortcoming 
exacerbated by a reluctance to endorse the international evidence base and use evidence- 
based tools, strategies and rationalities. The interviews highlight the deleterious outcomes 
that are propagated by poor-training, the valorisation of abstinence and the lack of ancillary 
services. The obvious shortcomings advanced by poor training are acerbated by clients’ 
awareness that specialists are not being sufficiently trained. As such, MMT clients feel 
devalued and furthermore, the cycle of the poorly trained training others embeds various 
practices which are not considered best practice in the system. It is these practices that are 
argued to engender the majority of direct harms for MMT clients. 
Indirect harms are tacit outcomes of systemic shortcomings that are often difficult to 
attribute to MMT services. Instead, they are advanced and informed by the many 
shortcomings of MMT services. Waiting lists, unsupervised detoxification, diverted 
methadone and crime are risks and harms that service providers may justifiably argue are 
beyond the remit of clinical care. Yet, this research argues that they are often direct 
consequences of a mismanaged, poorly governed regime coalescing with the previously 
discussed restriction of client agency. A key sociological finding is the role of gender in the 
harm production narrative. The probability of harm being produced in the life-experience of 
the MMT client is exacerbated by motherhood. Many of the cohort who are mothers postulate 
feeling judged by the gaze of services and the public. Others opine that their choice of 
treatment is limited by their responsibility as primary and often sole caregivers of children. 
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The emerging narrative is often a peculiar therapeutic journey in which the mother must be 
seen to be navigating their clinical obligations cogently, yet not enough to suggest 
detoxification. Clinical, self-care is forfeited as many mothers articulate placing their 
children’s well-being above their own, as the sociological reality is seen to be vastly different 
from the sociological construction of the ‘Methadone Mother’. 
Many of the key components of rights-based MMT require an independent, robust 
avenue for complaint, (CAN & SURIA 2018). Transparency, accountability and protection 
from systemic harm are difficult to implement within MMT services without an outlet for 
service user evaluation and an arena in which genuine objective grievances can be addressed. 
Notwithstanding the fact that the majority of participants were not cognisant of a complaints 
mechanism, very few interviewees claimed they would willingly complain. For the purpose 
of rights-based treatment, this is an important finding, as it suggests that service users are 
now passive recipients of sub-standard public health care that has been demonstrated to 
produce risk and harm in the client narrative. As such, MMT clients remain bound to sub- 
standard services, with few graduating from the “high risk, specialist clinical settings” that 











The preceding findings chapter have demonstrated that Irish MMT is a model that has 
evolved into a vastly different regime from the research, trials and accepted rhetoric of its 
pioneers and early advocates, (Dole & Nyswander 1965, 1967, 1980, Newman 1976). A 
corollary of this is vastly different strategies and rationalities that frequently produce vastly 
inferior results, (Dole & Nyswander 1980, Carew & Comiskey 2018, 2018a, Moran et al. 
2018). This chapter analyses Irish MMT discourse through an expansive sociological lens, 
within a nexus of societal and epistemic transition, as opposed to being a stand-alone process 
located in a social vacuum. It is the deficiencies of the regime as opposed to the narratives of 
the subject, although they are informed by their experiences, that this chapter predominantly 
examines. Having explored current service user narratives and the concomitant examples of 
agency in action and being constrained, the MMT regime is now framed as an ephemeral 
structure, perennially in flux and predicated upon a nexus of broader socio-political and 
economic contexts. As such, the research concludes with a return to the History of the Present 
or genealogical framework. Employing this analysis, the shortcomings of Irish MMT that 
have been expounded and the preceding findings chapters can be explicated and understood. 
As a point of departure, this chapter will briefly compare Irish MMT practices with those of 
the original trials of Dole & Nyswander (1965), concurrently advancing an argument as to 
why contemporary Irish MMT technologies routinely fail to produce re-integrated, 
rehabilitated subjects, (Bourgois 2000, Moran et al. 2018, Mayock et al. 2018). The centrality 
of urinalysis underpins and determines much of the sociology of current MMT. My research 
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concludes with an exploration as to why this invasive, aggressive practice has become deeply 
embedded within the practice and services that Irish MMT discourse propagates. 
Subjugated knowledge has been discussed as pre-used knowledge systems from the 
past that for Foucault still retained value, (1980:82). The research data suggests that the 
rhetoric and technologies of Dole and Nyswander (1965, 1967) have become part of these 
subjugated knowledge systems or “a whole set of knowledges that have been disqualified as 
inadequate…. naive knowledges located low down on the hierarchy, beneath the required 
level of cognition or scientificity…”, (Foucault 1980:82). A History of the Present 
framework utilises subjugated knowledge systems and the emergence and descent of systems 
of knowledge, along with the struggles that no doubt accompanied these changes to advance 
contemporary theoretical praxis and future discourse, (Foucault 1980:82-85). As such, a 
thorough examination of the evolution of Irish MMT can be useful in advancing future policy 
and services. Having employed the genealogical inquiry and discussed contemporary practice 
with current patients, this research now uses a similar methodology to explore models, 
institutions and regimes to sociologically analyse why the successful apparatus and 
technologies of Dole and Nyswander have been disavowed, (Kleber 2008, Dole & 
Nyswander 1965, 1980, Newman 1976). The primary factors that separate both regimes are: 
sanctions, bureaucracy and the “serious mistake” (Dole & Nyswander 1980:260) of 
emphasising abstinence over re-integration. A complicated nexus of these factors has 
supplanted what Dole & Nyswander considered a “simple medical procedure”, (Dole & 
Nyswander 1980:256). Having analysing the lack of success and many shortcomings inherent 
in current MMT practice, this chapter elucidates if there are deeper sociological questions to 
be asked of society regarding the human rights of marginalised populations or has the 
ostensible recovery of Post-Crash Ireland yet to have an impact on certain populaces and 
groups? As such, are there broader contextual variables that inhibit Irish MMT or have we 
238 
 
failed to learn from the struggles, the mistakes, the ascent and descent of MMT and allowed 
the spectre of prohibition to inhibit MMT from reaching its full potential? 
My research frames Irish MMT as a set of procedures, practices and services that 
have little in common with the original trials, that for a brief period of time produced results 
that offered recourse to heroin addicts unrivalled by any model before or since, (Dole & 
Nyswander 1965, Newman 1965, Kleber 2008). However, as Dole and Nyswander both note, 
they did not expect “the nearly universal reaction against the concept of substituting one drug 
for another, even when the second drug enabled the addict to function normally”, (1980:260). 
It is argued that this is still the case in modern MMT. In this concluding chapter, an attempt is 
made to ascertain why the logic of the pioneers of early MMT has been subverted and 
supplanted, as heroin addiction has continued to decimate working class communities in both 
urban and rural Ireland, HIV/AIDS and other bloodborne diseases still affect thousands of 
lives, and the mortality rate from overdose remain among the highest in Europe, (EMCDDA 
2018, 2019) 
The Logic of Dole and Nyswander’s Recovery Model: 
 
Dole & Nyswander’s pioneering MMT research and practice exhibited results and 
statistics which are rarely reproduced by contemporary MMT initiatives, (Dole & Nyswander 
1965, 1980, Kleber 2008, Moran et al. 2018, CAN & SURIA 2018, Carew & Comiskey 
2018). Their work advanced valid and unquestionable empirical evidence that MMT had the 
potential to be a recovery modality that facilitated pharmacological assistance for heroin 
addiction in collaboration with social re-integration for affected individuals, (Dole & 
Nyswander 1980). In fact, for Dole & Nyswander social re-integration was of equal 
importance to detoxification. This research has demonstrated that contemporary MMT 
routinely fails to exhibit the success of early discursive practices. Following the initial six- 
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month period of MMT’s inaugural trials, 90% of Dole and Nyswander’s research cohort were 
no longer using heroin, while 75% were in employment or education. Both Dole and 
Nyswander stated that these results from a group of heroin users, with criminal records and 
little social capital, “forced them to re-examine assumptions” of a marginalised, much- 
maligned populace; recovering heroin users, (Dole & Nyswander 1980:256). Also, service 
providers, free from pre-determined time limits, dosages and detoxification strategies, could 
employ their expertise to enhance the lives of clients through employment, education and 
restoring familial breakdown, (Kleber 2008, Dole & Nyswander 1980, Newman 1976). 
Dole & Nyswander were unequivocal in their research findings. MMT differed from 
traditional drug treatment models due to “its emphasis on rehabilitation rather than 
detoxification”, (1980:260). Most notably, they alluded to the “serious mistake” of 
prioritising abstinence as opposed to the client’s rehabilitation and re-integration. As such, 
MMT was to facilitate an avenue for the client to become “a normal member of society”, 
(1980:260). Crucially, Dole & Nyswander did not purport to be “curers” of addiction. 
Moreover, abstinence was not the lens through which success or failure was ascertained. 
Fundamentally, social re-integration and quality of life were the criteria and principal 
indicators of successful MMT, (Dole and Nyswander 1980; Dole and Nyswander 1967; 
Kleber 2008; Newman 1976). Prescribing methadone for an indefinite period embodied the 
principles and ethos of harm reduction and the epistemic transition from the carceral to risk- 
management responses to drug control, (Mugford 1993). The original trials were not 
concerned with punitive strategies, nor did they attempt to survey their client’s conduct, 
(Kleber 2008). Urinalysis was practised; however, this was not as a penal strategy and relapse 
did not invoke sanction or penalty, (Dole & Nyswander 1980). Instead, it was used to find the 
sufficient dosage for the patient. This was considered vital as methadone prescribed in 
adequate dosages prevents heroin from having a euphoric effect, thus heroin users were less 
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likely to return to using the drug, (Dole & Nyswander 1980; Newman 1976). As a regime 
replete with regulation and interdiction, Irish MMT does not employ the protocols, ethos and 
discursive practices of early MMT and concomitantly does not produce similar outcomes. 
The objectives of this chapter is to uncover the sociological nuances which engendered and 
continue to inform the transformation of a highly effective model from which heroin users 
could become re-integrated into society, (Dole & Nyswander 1980:260). 
The Logic and Practice of Contemporary Irish MMT: 
 
Reintegration and quality of life, both considered vital to MMT’s pioneers, rarely play 
a role in contemporary Irish MMT services, (Mayock et al. 2018, Carew & Comiskey 2018, 
2018a). Furthermore, the carceral, punitive approach to drug use is now seen to have 
replicated itself in the ostensible health-led approach to MMT, through the pervasiveness and 
insidiousness of the New Public Health approach (Peterson & Lupton 1996) and the myriad 
of broader contextual, social realities that impact on MMT practice, (EMCDDA 2012). Irish 
MMT does not unify detoxification or stabilisation with social reintegration or rehabilitation. 
Instead, both are considered completely separate; a patient is not meaningfully re-engaged 
with society until they are not just drug free, which is possibly understandable, but 
methadone free also, (Mayock et al. 2018:9). Contemporary Irish MMT clients, many who 
have most likely elicited little recovery capital due to the lack of ancillary services associated 
with MMT, remain in the high risk, clinical setting of MMT with little hope of re-integration 
or meaningful rehabilitation, (Moran et al 2018). This is made manifest in an ageing MMT 
populace, as MMT without social re-integration does little to engender lasting change, or 
enhancement of life quality, (EMCDDA 2012, Carew & Comiskey 2018, 2018a, Mayock et 
al. 2018). Therefore, MMT remains a lifestyle from which few emerge, a revolving door of 
clients, with few joining the labour force and many continuing to either occasionally of 
habitually use heroin, (Carew & Comiskey 2018, 2018a; Mayock et al. 2018). Contemporary 
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MMT discourse facilitates intensive testing, predominantly in the guise of supervised 
urinalysis. What has emerged is an instrumental, mechanical mode of social care. Urinalysis 
results uphold the service provider’s hegemony as opposed to partnership and self-report or 
indeed the client’s progression as a socialised, rehabilitated subject, (Farrell & Barry 2010, 
SURIA & CAN 2018). Its use a form of surveying the drug use of clients continues to 
increase exponentially, (Expert Report 1993, Farrell and Barry 2010; CAN & SURIA 2018). 
This is informed by a utilitarian gaze, in which the MMT populace is viewed within a 
cost/benefit binary and objectified by regular testing, (Peterson & Lupton 1996). 
There are several epistemic transitions which must be explored when placing MMT 
under this broader social lens. Mugford’s (1993) exploration of the epistemic trajectory of 
drug control follows the genealogical model and is therefore useful in analysing these 
discursive changes. He posits that drug policy and service provision are historically 
contingent with hegemonic rationalities that are often ephemeral, being subservient to 
political and social contexts. Drawing from a Foucauldian perspective, he postulates an 
axiom of congruency vis-à-vis drug policy evolution and Foucault’s theoretical framework 
underpinning changes in rhetoric and ideology regarding the societal, scientific and academic 
responses to mental illness and deviance. Foucault’s (1980, 1979, 1965, 1976) genealogical 
inquiries encompassed the progression of responses as they evolved from the corporal to the 
carceral, to risk management. Mugford (1993) suggests that this progression is connected 
with the epistemological advancements of the pre-modern, the modern, and the post-modern. 
His linear hypothesis draws from a structuralist paradigm, however, to complete the 
genealogical inquiry, one must peruse the trajectory to Late Modernity. Bauman (2000), Lee 
(2006) and Palese (2013) all posit the marketplace and one’s ability to participate as either a 
consumer or producer as essential to the subject’s negotiation of Late Modernity, therefore 
situating the MMT client within an episteme of rampant consumerism and relentless change. 
242 
 
To be a part of the frenetic consumerism as a producer and consumer, one must be 
methadone free, or certainly free from the ubiquitous shackles that MMT employs, as 
employment can rarely be sustained by the MMT client. All have been discussed in the 
preceding chapters. The New Public Health Approach, neoliberalism and the regeneration of 
Dole & Nyswander’s (1980:260) “serious mistake” facilitate the continued practice of intense 
urinalysis and the withdrawal of diacritic clinical care and assistance in place of uniform, 
mechanical, instrumental treatment. Dole & Nyswander envisioned that methadone could be 
a lifelong medication, much like the diabetic is prescribed insulin, (Dole & Nyswander 
1980:260). However, this is precluded by the myriad of demands and obligations of Irish 
MMT. As such, the very programmes that are supposed to enable an avenue to the labour 
force or other modes of re-integration, are frequently inhibiting re-integration. Instead, a 
lifestyle of queuing, delays, sanctions and a general feeling of frustrating in manifest in the 
data, (Lawless & Cox 2003, Pilling, Hardy & PIRC 2013). 
Urinalysis embodies the contrasting approaches of early and current MMT. Dignity, 
respect and the lack of emphasis on well-being are perpetuated by the practice. Nowhere are 
these more pronounced and highlighted than in the austere, instrumental urine test. The 
practice has been discussed as an obligation that facilitates the disciplinary objectives of 
MMT services, and as a barrier to rehabilitation and the development of effective therapeutic 
alliances simultaneously promoting asymmetrical power relationships. However, as urinalysis 
is now a fundamental, ubiquitous component of contemporary practice, the data now 
examines the often latent, tacit realities that the preoccupation with urinalysis fosters among 
clients of MMT. The perennial bifurcation of MMT and the concomitant prioritising of 
abstinence can automatise treatment, preclude re-integration and advance allegations of 




Testing and Human Rights: 
 
Having intermittingly discussed the harms of intense testing throughout this research, 
the data also captures the general lack of respect and dignity invoked by what is considered 
an invasive, “demeaning” and “embarrassing” practice. Supervised urinalysis fosters 
humiliation, degradation and embarrassment for many service users, causing mistrust, 
suspicion and blame, through what must be considered an ethically questionable requirement 
of clinical care. In spite of The Farrell Report’s critique of the centrality and prevalence of 
testing, and in particular supervised urinalysis within Irish MMT services (Farrell and Barry 
2010), the frequency of testing increased in the five year period 2012-2017, (CAN and 
SURIA 2018). Participants alluded to a wide disparity in the frequency of mandatory 
urinalysis, from one per week to as many as four per week. The Opioid Guidelines 
recommend one random urine sample per week, (HSE 2016). Yet, drawing from the 
testimonies of clients, it appears that urinalysis is being practiced in an arbitrary and far more 
frequent manner. As well as contravening international practice (as discussed), urinalysis four 
times a week is argued to be a waste of what are limited resources, (Cosgrave 2010). Over 
four million Euro is spent annually on urinalysis, excluding the wages of those who supervise 
the process, (O’ Sullivan 2009). 
I go see my doctor on a Monday, give a urine and get my script and then I give two or three a 
week up here, it varies, but I give up to four samples a week. Nobody ever asks how I am. It's 
all based around my urine. Lisa, 36. 
I have huge problems with giving urines. I suffer from stage fright. Giving urines twice a 




As a neoliberal vehicle of governmentality, the health sector and by association MMT seeks 
the withdrawal of the State, (Foucault 1991, McMahon 2015), simultaneously propagating 
the responsibility of the subject, through the nurturing of self-discipline, (Garland 1997, 
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Miller 2001). From the New Public Health model perspective, the duty of living healthily is 
now placed firmly on the patient, (Peterson & Lupton 1996). An unusual paradox was made 
manifest by some participants, as they articulated a fear of disappointing their service 
provider on account of positive urinalysis. Also, by placing a duty of responsibility on the 
service user, the boundary between the rights holder and duty bearer becomes blurred. 
The fear of upsetting or disappointing the doctor, because I feel she has a high expectancy of 
me due to college is there. If I was to go into my doctor and told her something bad had 
happened, I don't feel as bad if I use, but if I use for nothing I feel like a bitch because she has 
put a lot of time or effort into me. Sinead1, 33. 
I think it was because I got enjoyment from the doctor seeing that I was making progress 
because there was a time when they (urines) were dirty. I don't know why I feel I need to 
prove myself to the doctor but for some reason I do. I feel I needed to gain his respect and 




As such, State technologies and services are not held accountable for the rehabilitation of 
clients. The client is seen to be accountable for the care of the self as the primary agent of the 
recovery process, as State withdrawal and the elevation of the client’s obligation to recover, 
facilitates the undermining of the client’s “established rights”, (Peterson & Lupton 1996:x). 
The New Public Health model epitomises the challenges contemporary MMT services pose 
to human rights-based healthcare. Degradation and humiliation are common by-products of 
this invasive, aggressive form of testing. Many participants also highlight the reluctance of 
clinics to use any of the array of alternative and available testing methods: 
I hate urines, they are degrading, demeaning, someone standing looking at you, I've asked 
them for urine dips, the lot but they won't get them, a bit of trust would be nice, but it just 
doesn't happen. They don't trust us cos we're drug addicts, but they don't take our word, even 
if you tell them it's dirty, they'll still take a urine. Everything is based on mistrust. Jenna, 45. 
I hate giving urines, I find it very degrading, to be honest. It’s a horrible practice. Paula, 41. 
 
 
Interviewees alluded to the difficulty of providing samples on demand, with a number of 
participants alluding to extenuating circumstances that further impeded the provision of 
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supervised urinalysis. Furthermore, as a compulsory precursor to MMT which informs 
contingency management technologies predicated upon abstinence (HSE 2016, EMCDDA 
2012:16), MMT clients who do not supply samples within a specified timeframe are routinely 
sanctioned12, as are clients who fail to provide a sample. This often further intensifies the 
difficulties and pressures precipitated by the process: 
 
 
Sometimes I would have to go for a walk (in order to provide a sample), there's someone 
behind you with mirrors looking at you, it's degrading. My treatment is totally based on my 
urines. Joseph, 36. 
This new clinic wouldn't use the heat bottles, they wanted to supervise. They didn't trust me. I 
have things in my past that made it hard for me to urinate in front of people. You would think 
people working in this area would be trained in things like this, that there could be underlying 
issues. There was certain GAs that would be looking right over your shoulder. Niall, 46. 
I had an abusive father, not sexually but he was always coming up behind and hitting me, so 
if someone stands behind me I do get nervous and I often flinch. So, you can imagine the 
difficulties I have with someone standing behind me watching me urinate. 99% of the time I 
can't go so you're always under suspicion. I don't understand why they don't use the heat- 




The National Healthcare Charter (HSE 2012), an advisory publication vis-à-vis health 
service providers’ commitments to clients stipulates the affirmation of dignity, respect, 
accountability, participation and privacy in all statuary public health services. However, the 
realisation of these commitments is rarely made manifest in testing practices: 
There's no dignity and respect and it could be the time of the month they don't care. They 
want that urine. You could be miscarrying, and they just want the urine. Jenna, 44. 
I hate the urines, some fella just looking at you through mirrors, it is violating. I get nothing 
but methadone from my service. Sometimes I feel methadone services are making things 








12 See Appendix 4 & 5. Contingency Management is a practice encourages by the current Opioid Substitution 
Guidelines (2016), reinforcing the reward/punishment binary that is predicated upon urinalysis samples. 
Positive samples reduce take-away dosages, negative samples increase take-away dosages. 
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The gender disparity in the service user experience of MMT is particularly emphasised by the 
urinalysis process, due primarily to the humiliating experience of providing samples while 
menstruating. 
We had a female client, who had begun menstruating again, as she had stopped using opiates 
(chronic use of opiates often has the effect of stopping women menstruating). Her sample is 
covered in blood, and because the urine has to be supervised, the staff member is looking at 
her anatomy, making sure the urine is hers. Gerry, (Service provider). 
 
 
It is difficult to align rights-based treatment, underpinned by dignity, respect and equality 
with a practice that fosters gender disparity, humiliation and degradation. Several respondents 
highlight inherent feelings of dread emanating from the weekly procedure, which is routinely 
delineated as “violating”, “horrible” and “embarrassing”: 
I had some awful experiences giving urines when I got transferred from the clinic to the 
doctor, I didn't know any of the doctors, so I had to give supervised urines. To this day it was 
the worst experience of my entire life. I would be dreading it for the whole week. A woman 
standing there looking at you, it's horrible. They had no trust. Linda, 35. 
 
 
The urines were a big issue for me. I couldn't give a urine with people watching. It wasn't that 
I wouldn't... I couldn't, and they wouldn't wait around, my bladder used to be hurting me. I 
would try not to go for five to six hours before, I thought I would be able to go, but I just 
couldn’t do it with people observing. Niall, 46. 
 
 
Ethnic diversity is rarely acknowledged by MMT services. Many adopt a uniform model with 
little if any allowance made for culture, ethnic or racial diversity. Stacey, a participant who is 
a member of the travelling community, explicated how urinalysis contravened many of the 
norms and values of her culture: 
Also, my husband hated the thought of me giving urine samples to strangers. There was no 
allowances that I was from a culture that was vastly different. They wouldn't know anything 




Yet due to the practice being deeply embedded in the Irish system (Farrell & Barry 2010, 
Priyadarshi 2012), urinalysis remains rooted in contemporary practice. Dole & Nyswander’s 
integrated model of medical and social rehabilitation is separated into two distinct processes; 
the complete detoxification from all drugs including methadone followed by reintegration. 
When MMT and drug control in Ireland are explored from a governmentality perspective, 
with society seen as one of the anatomised assemblages from which power and influence is 
exerted, (Foucault 1991:102), the changing objectives and practices of MMT are seen to be 




Clinical and Instrumental Care-Utilitarianism and Depersonalisation in MMT: 
 
Late modernity has facilitated an arena within which a New Public Health Approach 
to health care has become hegemonic, (Petersen and Lupton 1996). Fostered by the rapid 
transition of discourse, epistemic power and socio-political contexts, this form of public 
health espouses data-gathering and bureaucracy with populations as opposed to individuals as 
its target, (Foucault 1991, 2008, Bourgois 2000, Miller 2001, Bennett 2011). As such, the 
fundamental basic tenets of social care are eschewed in favour of an aggressive attempt to 
pacify a populace with little value to neoliberal, market-based society, (Palese 2013; Read 
2009). For Palese, one’s objectification as normal, mature and respectable is predicated upon 
the actor’s location in the consumer market, “the poor or the idlers, who have neither a decent 
income or a credit card, nor the prospect of better days are not up to these requirements,” 
(2013:2). Moreover, this lack or shortcoming marks these populations as abnormal and 
incompetent. It is within these thin binaries perpetuated by a modernity undergoing frenetic 
change that the social actor must demonstrate a capability to successfully negotiate the 
demands of rampant consumerism. Neoliberal, Late Modernity advocates entrepreneurial 
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rationalities advocating the subject’s role as both a consumer and a commodified body in the 
marketplace, (Palese 2013, Foucault 2008, Read 2009). MMT clients, the gaze of Late 
Modernity fixed firmly upon them, ostensibly fail to fulfil this remit. 
This marketisation of the subject fosters clinical, dehumanising public health models, 
as utilitarian rationalities that “retain superiority over all other values” permeate public 
health, (Palese 2013:1, Peterson & Lupton 1996). With market rationalities and the 
“consistent expansion of the economic form to apply to the public sphere” (Foucault 2008, 
Lemke 2001:197), long term public health patients are now often framed within a 
cost/benefit, utilitarian ideal. Dole and Nyswander’s model did not envision MMT to be a 
procedure that would impact on or penetrate into the lives of clients to such an extent that 
agency would become so overwhelmed by structure. Rather, both considered personal growth 
and development to be the vital components of MMT, (Dole & Nyswander 1980). Given that 
their agency and utility to society are restricted and inhibited by the institutional practices that 
underpin substitute opioid discourse, MMT clients are considered a populace with little to 
offer a society in the midst of frenetic change and competition, (Keane 2003). Late Modernity 
objectifies service users as an outgroup, and with the decline of Keynesian economic 
technologies, welfare mechanisms are replaced with aggressive interventions and harsh 
conditionality regimes, (Grover 2010, Wincup & Monaghan 2016, Patrick 2016). The limited 
neoliberal welfare or assistance that is available is now inherently linked to behaviour. Much 
like the austere unemployment regime, recipients are expected to be continuously seeking to 
overcome their need for social assistance, (Patrick 2016, Grover 2010, Wincup & Monaghan 
2016). Harm reduction and modalities that advocate maintenance ostensibly suggest that this 
form of assistance is indefinite, and therefore the antithesis of this socio-political rationality 
that demands immediate participation. From a cost/benefit perspective, this populace embody 
a risky venture for capitalism. Abstinence reduces this risk, while simultaneously 
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demonstrating a commitment or willingness from the client to advance a drug-free future. It 
is here that Dole & Nyswander’s unified model of assisted drug treatment and re-integration 
is separated into two distinct processes. As discussed, MMT clients in Ireland are not 
considered to be committed to the drug-free ideal (Bryan et al. 2000, Carlin 2005), and 
therefore epitomise cost as long-term public health patients. As a marginalised outgroup, the 
New Public Health Approach adopts universal mechanisms to police the behaviour of this 
collective. These broader socio-political contexts have engendered the re-emphasising of 
abstinence and testing, under the auspices of control and to reduce the cost of welfare. 
Randomised sampling has been demonstrated as the panoptical instrument employed 
to restrict drug use and affirm compliance with this particular embodiment of social 
assistance. What emerges is a New Public Health discourse that has not fully supplanted the 
carceral response to drug use, (Mugford 1993, Miller 2001), with the gaze of practitioners 
firmly fixed on this aberrant outgroup, (Bennett 2011, Bourgois 2000, Peterson & Lupton 
1996: ix). With biopolitical New Public Health concerned with the health of populations as 
opposed to individuals, this gaze on the collective is not suitable for MMT primarily due to 
the individualistic and personal nature of addiction. Miller (2001) suggests the absence of the 
privatised self within MMT discourse can often “depersonalise and further marginalise the 
drug user”, (2001:174). MMT underpinned by intense testing alone perpetuates clinical, 
instrumental health care, as individual issues in what is often a highly personalised, 
internalised social context are replaced with uniform, mechanical and routine practices. 
Participants articulated that specific, personalised needs were often overlooked, as test results 
were the sole indicating factor for treatment: 
I really needed to see her (doctor) because of my benzo use. But I only got to talk on the 
intercom. she said, “Here's your script, you're benzo positive (urine) so we will have to talk 
next week”, but I really needed to talk then but she was too busy. This happens regularly 
enough now. Then I go out this week and it’s a different doctor who doesn't know anything 




The whole of treatment is your urine, and everything is based on it. Nobody would ask how 
you are or anything. Considering this is my life, it makes you angry. Jazz, 55. 
Urines decide everything. I have never heard of a care plan and there is no counselling 




Moreover, many participants postulated that if testing and punishment were de-emphasised 
within MMT discourse, they would openly disclose drug use. Open disclosure and self-report 
would not only enable service providers to work more efficiently with clients, but it would 
also propagate symmetrical power relationships predicated upon partnership and rights 
orientated treatment. Trends, patterns and behaviours that led to drug use and relapse could 
be openly discussed, fostering social re-integration and rehabilitation: 
It doesn't bother me but that's only cos I'm used to it (providing urine samples). I think you 
should be able to be honest. If all the punishments were taken away, it would be no problem 
being honest with doctors. Steph, 41. 
 
 
If there was no punishment, I think you'd be honest with your doctor. I know for me, I was 
getting takeaways and you do be afraid to lose them. Louise, 35. 
I think if there was an open dialogue, where there was no punishment, things would work 
better. I don't feel I have a say in how I am treated, and I'm only consulted if I'm clean. If I'm 
dirty I have no say. I don't even know a care plan is. Sinead, 33. 
 
 
Without open dialogue, crucial information is lost, as the nuances of relapse or continuous 
drug use are concealed by a positive test result. As testing becomes the gauge by which 
progress and the lack thereof is evaluated, crucial information required for the re-integration 
or rehabilitation process is disregarded. Ward, Mattick and Hall (1998:257) postulate that 
clients will refrain from speaking openly and honestly when in a penal or punitive 
environment. The positive/negative result process fosters a clinical relationship unlike any 
other in public health, negating dialogue, disclosure and dynamic, therapeutic collaboration. 
The context of the client’s drug use is overlooked, while information that could be harnessed 
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for treatment plans, relapse prevention strategies and re-integration is lost. The complex 
condition of addiction is now supplanted by the negative/positive dichotomy of urinalysis: 
I don't know if urines should be taken away altogether. But there shouldn't be such an 
emphasis (on urine testing). Just looking at urines and nobody even talking to the patient, they 
are disregarding rapport, self-report and losing a massive amount of information. This idea 
that drug users can't be trusted, they won't tell the truth... it's a whole moral ideology that they 
fall into, that they bring into a clinical environment that you wouldn't find in any other 
environment. Niall, 46. (service user and representative). 
 
 
You don't get anything from urines, you don't get the truth. Even if a test is positive for 
opiates, you don't get the context of the drug-taking. Prescribing methadone should be the 
same as any other area of medicine. You should be able to talk to your doctor without fear of 
repercussions. Doctor B. 
 
 
When the nuances of drug-taking are being supplanted by mechanical testing, recovery is 
now distilled down to a client’s capability to supply a negative urine sample, as opposed to 
making meaningful life progression which translates into tangible life enhancements: 
As a service provider and the manager here, it makes me very sad... that we were creating, 
supporting and endorsing that people's drug-free status and recovery was all based on them 
having to give a sample... this is the psychological dependence that we have created. Gerry, 
(Service Provider). 
I just think it's because, for so many years, your entire treatment is based around urines that 
you become to think that your value is based around these urines you give. When my urines 
are clean I feel I am doing well, its what happens when you’re giving them years and that’s all 




Symbolically, urinalysis reinforces authoritarian governmentality strategies where the client 
is considered to have traversed the thin boundary from recreational drug user to problematic 
drug abuser and therefore requires aggressive, invasive intervention to police their conduct. 
Ultimately, their status is dependent upon test results, discussion is absent, and an assemblage 
or accumulation of positive samples is now considered recovery capital. This capital is 
precarious, however, and one can be re-classified as a problematic client immediately upon 
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submitting a single positive sample. Previous negative samples are often immediately 
disregarded: 
I can't understand the takeaways, the way they have stopped my weeklies... I haven't given a 
dirty urine is eight years and after one that had tablets in it, everything is stopped. Gerard, 54. 
 
 
My takeaways are all based on my urines, the last time I gave a dirty urine, the first one I had 
given in three years, I was put straight back on daily supervision in the chemist, my take- 
aways gone, and I had to give urines every three days. He told me I had to be watched, I had 
to go into the chemists every day and urines twice a week. I was after giving three year's clean 
urines, but this didn't matter, he said I had to be watched and I'd be sick getting the kids ready 
for school, for weeks. All of this was over one dirty urine. Linda, 35. 
 
 
The recovery capital that Linda and Gerard have accumulated in three and eight years 
respectively is negated due to one sample. One test is sufficient for both to be re-objectified 
and re-classified as problematic service users “who needed to be watched”. Drug service 
users are often treated and objectified due to the results of their latest test result, with their 
pre-existing test record deemed irrelevant. 
As discussed, Moran (2018) and her colleagues posit that the majority of MMT clients 
remain trapped in high-risk clinical settings, becoming long-term patients of public health 
services. With Carew and Comiskey (2018, 2018a) alluding to the ageing of the MMT 
populace, the data suggests that the majority of MMT clients are rarely re-integrated. MMT 
mechanisms now embody a hybrid technology, with remnants of both carceral and risk- 
management rationalities epitomising some of the challenges that constrain rights-based 
treatment. In this confluence of models, produced by a myriad of competing discourses, 
MMT clients can be located in a structured harm reduction/penal dichotomy within the 
liminal space that has been created by these socio-political transitions. 
In defence of current MMT practice, it must be recalled that modern day drug 
treatment provision in Dublin and Dole and Nyswander’s trials conducted in 1960s New 
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York took place to vastly contrasting social contexts. 1960s New York which epitomised the 
‘Golden Age of Capitalism’ and ‘Post-Crash’ Ireland represent diametrically opposing ends 
of the socio-political spectrum. The latter period is characterised by slow recovery from 
recession while the former-one of the most affluent cities in the world- is an episteme in 
which neoliberal governmentality had yet to commence, (Harvey 1989, 2005). Nevertheless, 
I contend that even during an economic recession a citizen is entitled and should still expect 
to have their basic human rights sustained and protected by their government, (Sepulveda 
2011). Within a decade of the inception of MMT, well-known scholars and colleagues of 
Dole & Nyswander were publishing work on how MMT and its unparalleled results was 
quickly being treated as a substitute drug, sponsored by the State, (Dole & Nyswander 1980, 
Newman 1976). Quickly, key stakeholders in US drug discourse were demonising MMT 
including courts and the agents of abstinence and prohibition, (Newman 1976, Kleber 2008). 
As the ‘Golden Age of Capitalism' ended, so began the critique of MMT, underpinned by 
Nixon’s “War on Drugs”, (Kleber 2009). Post-crash Ireland and its need for individuals who 
could help and not hinder financial and social recovery is perhaps a reiteration of the 
sociological contexts that initially hindered the progression of MMT. 
 
 
Biopower and Privacy: 
 
Biopower and biopolitics, as neoliberal, governmentality technologies, facilitate the 
increased penetration into the subject’s sociological reality, (Foucault 2008, Snoek & Fry 
2015, Lemke 2001). Decisions regarding one’s body are now “subjected to the public 
domain”, (Snoek & Fry 2015:1286). The New Public Health literature attests to an “increased 
potential for experts to intervene in private lives”, with expertise now a proxy for power, 
(Peterson and Lupton 1996:x). Information and statistics, originally collected under the 
auspices of the individual’s MMT, are now shared with a variety of agencies, institutions and 
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organisations, not as the previously excavated mechanism for extending power into the lives 
of clients, but in the interest of the health of the general population. Several participants 
highlighted this as a blatant privacy violation: 
I live in a small town with the chemist across from my house. It didn't take the neighbourhood 
long before they all knew why I was in there. The police pulled me one time in the town. I 
didn't recognise the Guard, he was new, but he knew me. He said, “You're Lenny X and you 
collect your methadone in Y's chemist”. So, my privacy was totally taken away. Lenny, 37. 
It worries me around my housing situation because I know the City Council can access my 
records anytime they want. Even though I'm doing well now, after all these years it's still 
gonna haunt me and it always will, my association with clinics. Paula, 41. 
Social workers used to ring and ask my doctors for urines from me due to my child. The 
doctor would say 'I don’t do them like that, I use random urines', but the social workers want 
weekly samples. Mike, 35. 
I remember them asking I was allergic to anything when I was getting surgery. I told the 
doctor I was a former drug user and don't put anything opiate-based in me. So that was grand 
but when I went down to the doctor a few months later, I noticed she was very awkward 
around me. I was wondering what the fuck was going on and then I seen my file. A big red 
mark on it, Hepatitis C. I wouldn't mind I haven't even got it, they just assumed that because I 




Biopolitical MMT facilitates the monitoring of “the effects of illicit drug use through macro 
lenses of social, political and legal changes”, where “social problems are identified, 
described, studied, responded to and controlled”, (Mugford 1993:370). As a moral enterprise, 
New Public Health services perpetuate and endorse healthier living, individually and as a 
population. Furthermore, clinics are often seen as moral guardians, policing the conduct of 
their clients as opposed to being exclusively concerned with their drug use and rehabilitation. 
Biopolitical medicine is made manifest in responsibilisation, surveillance and regulation 
which further negates Dole & Nyswander’s objective of fostering meaningful rehabilitation. 
I feel that people presenting with drug problems should be treated exactly the same as those 
who present with other problems, other medical issues. Doctors aren't there as police or to be 
moral guardians for society…. but you have to treat them (clients) properly, and not like they 
are evil people or some kind of sub-species ..... you have to treat them as best you can, and they 
don't get that. The whole ethos is still there, lower doses, urinalysis, discipline. Doctor A. 
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Bennett (2011) and Bourgois (2000) have articulated the biopolitical strategies that are often 
implicit in MMT. For Bennett (2011:131), MMT is a rigid, aggressive controlling apparatus 
which attempts to civilise clients by “helping them realise their aberrant and harmful ways”, 
while simultaneously producing compliant, conforming and self-regulating subjects. 
Bourgois (2000:165) advances similar rhetoric, he posits the objective of MMT as 
“disciplining unruly misuses of pleasure and controlling economically, unproductive bodies”. 
Moreover, a patient of the New Public Health system is now held responsible for the care of 
their own bodies and for adapting preventative practices that insulate the health of 
populations, (Miller 2001, Peterson & Lupton 1996). However, as Mugford (1993:373) posits 
that the trajectory from the carceral to risk management is often “more of a mirage than 
reality”, MMT often masquerades as harm reduction, with latent “zero-tolerance” rationalities 
that police this population, (Miller 2001:169). 
Several women who participated alluded to the threat to their parental status that is 
often utilised by the biopolitical policing of conduct that epitomises MMT: 
…there is (sic) others who have to give them (urine samples) for social workers and court. 
Really, you should have a choice whether you give them or not. But there's girls out there 
losing their kids over their urine samples. It’s not about just drug use anymore. Steph, 41. 
 
 
There is a danger taking claims from an often angry, bitter cohort at face value. The loss of 
guardianship may have been a more nuanced decision than Steph posits. However, there is 
independent, empirical evidence that many mothers avoid clinics due to the propensity of 
clinics to intervene in the family lives of clients, (O' Morain 1999). However, when client 
information is routinely used to advance the agendas of institutions who are not directly 
involved in the client’s drug treatment, distrust and secrecy take hold to the detriment of 
rehabilitation. Biopolitical technologies that epitomise Late Modernity impede reintegration 
with clients “wary” of clinics as “you can’t tell them anything”. 
256 
 
And I do worry about my children if God forbid, anything happened to me. Being a mother 
and having your details kept, it makes you wary, fearful of social workers. Paula, 45. 
No, I have no care plan, I will do my own. I don't want 'them' having a hold on me. That’s the 
way I prefer it, sure you can’t tell them anything, next thing you know your kids are gone. 
You have to use your head and only tell them what they want to hear. Steph, 41. 
 
 
Abstinence Precedes Re-Integration: 
 
Social reintegration is not a recent development in drug rehabilitation, its importance 
being initially elucidated in UN reports from the early 1960s: 
The Parties should give special attention to and take practicable measures for the abuse of 
drugs and for the early identification, aftercare, rehabilitation and social re-integration of 
persons involved and should co-ordinate their efforts to these ends. (United Nations 1961:19) 
 
 
Similar rationalities are promulgated by EU drug Strategies that expound that treating drug 
use alone does not prevent social exclusion and marginalisation. Furthermore, the benefits of 
abstinence are likely to be undermined when re-integration is not embedded in MMT from 
the commencement of treatment, (EMCDDA 2012). Irish policymakers have also reiterated 
the importance of re-integration, (Keane 2007). However, Irish MMT in practice adopts the 
logic that abstinence from all drug use, including methadone, must be achieved before re- 
integration is initiated, (Mayock et al. 2018:9). This captures a principal, fundamental failing 
of the recovery mechanism, that is “abstinence must precede re-integration”. Abstinence 
should not be an obligatory precursor to re-integration. Rather recovery should encapsulate 
both as a collaborative process. Social re-integration, according to Mayock and her 
colleagues (2018) encapsulates housing, employment or education and the restoration of 
familial and community relationships, (2018). Drawing from this definition, it is safe to say 
that contemporary MMT mechanisms in Ireland do not advance or foster any of these 
indicators of rehabilitation. 
The only thing the clinic is doing for me is giving me methadone. They don't care about 
anything else. The services don't help me with anything, housing, it's medication only, the 
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only good thing I can say about methadone is that it keeps me out of prison. When I first went 





Indeed, the biopolitical policing now employs parenting, housing and social services to 
coerce conformity. Social reintegration and rehabilitation are now conditional on abstinence 
as opposed to being core to the recovery framework. This has produced the paradox whereby 
clients now risk having these forms of recovery capital and re-integration, the ostensible 
proposed outcomes of treatment, revoked as they engage with MMT services: 
I had a slip and the next thing I know is they're talking about making me homeless, the way it 
is now, I don't go to my service and I certainly don't say anything to the counsellors. How 
could you, sure the next thing you know you're on the streets. So, I'm barely hanging on to the 
place. M, 44. 
There is a lot of mothers who don't want social workers on their case, so they will buy 
methadone on the black market so as their name is not on the central list. The last thing a 
single mother would want would be a social worker threatening to take away their kids, so 
these women won’t go on clinics. Paula, 41. 
 
 
M highlights how MMT services have inadvertently put his housing at risk. MMT services 
are now informed by diametrically opposing strategies to those of its pioneering practitioners, 
as participants allude to services threatening as opposed to promoting re-integration. Dole 
and Nyswander’s methadone modality complemented medically assisted care with social re- 
integration strategies. As such, recovery capital was accumulated in conjunction with medical 
assistance or maintenance. Success was defined by “the ability of groups to live as normal 
citizens in their community, as opposed to the moral outlook of some, who measure success 
in terms of abstinence”, (Dole & Nyswander 1980:259). When clients accumulate recovery 
capital such as employment, education and the re-establishing of relationships “there is much 
more to lose if relapse occurs, and therefore the motivation to resist a return to heroin will be 
strong”, (Dole & Nyswander 1980: 260). With the client now possessing tangible recovery 
capital, detoxification can be initiated, making manifest the advantage of combining re- 
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integration and the reduction of drug use. With the client in the process of re-integration, they 
may be more inclined to successfully reduce methadone use, if they choose to do so, (Dole & 
Nyswander 1980:260). However, when abstinence is a mandatory precursor to re-integration, 
MMT becomes a strenuous, restricted life experience, propagating the long term patients of 
MMT that have become analogous with the Irish system, (Moran, Keenan and Elmusharaf 
2018, Mayock et al. 2018, Carew & Comiskey 2018, 2018a): 
People have to give up a lot of freedoms to get treatment in a clinic. Freedom of movement, 
freedom to work. If you have to attend a clinic every day, and particularly if that clinic is only 
open for two hours, that's very restricting. In my case, the clinic opened from half nine to half 
eleven, so in terms of getting a job..... it's very difficult. And for studying... it's impossible. 
Niall 46. 
I hate the way I have to conduct my life, hiding and all that. My drug service has really taken 
over my life... When I compare my life on methadone and when I was heroin, I am busier on 
methadone. Gerard, 54. 
This (MMT) caused me to lose my job. I'd have a job and my takeaways would be taken 
away. I wasn't able to go away with my family and I lost out on numerous jobs because of it 
(the opening hours of the clinic). I mean work starts at half seven and who is going to give 
you methadone then. Johnny, 43. 
 
With MMT now consuming the lives of clients, social re-integration is often a complex 
endeavour. The social re-integration that was crucial to the model’s pioneers is now 
determined by abstinence. Abstinence must precede re-integration as becoming drug-free and 
being socially rehabilitated are no longer seen as two dialectic processes within the one 
recovery mechanism. Instead, the prioritising of testing can and does preclude the client’s re- 
integration: 
I was arguing with the nurse, she was telling me she wasn't gonna sanction me, but I was 
saying this wasn't the point for me. I'm trying to get housing and dirty urines would have 
messed this up so it was serious for me. John Brown, 45. 
 
 
I have this threat of my housing hanging over me, the threat of being sanctioned. Urines have 
never really stopped me from using, but they do mess everything else up. When the threats 




I’ve just finished my degree and I’m looking for work. How am I supposed to do this if I have 
to go to the chemist every day and travel to the doctors once a week? This takes at least half 
the day. I said this to her (doctor) and she said it wasn't her problem, it was my own fault 




Minimal Drug Use & Internalisation: 
 
 
Clients who are sanctioned due to minimal, irregular drug use epitomise the 
deleterious outcomes which can materialise when services employ the clinical, instrumental 
use of testing alone to confirm drug use. For Dole & Nyswander this was not an issue, as they 
did not subscribe to the minimal dosage rationality. Moreover, adequate large dosages were 
encouraged as opposed to the minimal dose, (Dole & Nyswander 1965) in order to employ 
the opiate blockade properties of methadone, (Dole, Nyswander & Kreek 1991). However, 
this rhetoric has long been supplanted by logic that clients are availing of a free-fix and 
should instead be prescribed the lowest dose possible, (Carlin 2005, Bryan et al. 2000, Expert 
Committee 1993). Without dialogue, testing alone is determining the client’s life and framing 
their recovery within one distinct, stand-alone act. Testing alone cannot distinguish between 
isolated, occasional drug use and prolonged, habitual drug use. For clients who are otherwise 
liaising with their service, infrequent drug use and its concomitant sanctions can cause more 
harm to the client’s life that actual drug use: 
I mean some of these people could have been doing great, next thing a small slip up turns into 
a life-changing incident. It's not the methadone that's the problem, but all the shite that comes 




When a client provides an occasional or solitary test which is positive for drug use, the 
corollary is usually the loss of take-away dosages and therefore increased interaction with 
chemists, doctors, clinics etc. For a client whose drug use is not frequent, but is sporadic, 
sanctions may cause the individual to lose their employment, damage relationships or cause 
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legal problems. As Paula succinctly states methadone often “stops people from recovering” in 
this way. As such, the sanctions buttressed by a test sample are causing more harm to the 
client’s life than minimal drug use. It is now the test as opposed to the client that is being 
treated. The test result has become a proxy for the human client, and the social and 
interactional contexts of developing a client/service relationship have been undermined. 
My new treatment agreement stated that daily attendance was required for the first three 
months, no matter what, no matter what you're doing, so I couldn't work and then being 
unable to urinate on the new service was another impediment, because if you couldn't provide 
a sample it was recorded as positive, they assumed you had used. And plus, they totally 
disregarded your self-report. Even though I had a job, and I was fighting hard to hold on to 
this job, my actual drug use was occasional. I wasn't chaotic, I was trying to hold on to the 
stability I had it my life, the job and that, and instead of trying to reinforce the positives, they 
pulled the rug from under my feet. Still now, I just don't get it. Niall, 46. 
 
 
Niall’s “occasional” drug use ultimately led to him becoming unemployed, not due to his 
medication, but due to the emphasis on testing and the absence of dialogue. Ultimately, his 
re-integration was deemed secondary to his test results. 
A latent corollary of the elevation of urinalysis is made manifest when clients 
normalise the mandatory practice, often internalising the clean/dirty binary that the process 
promulgates. As such, the client becomes dependent on urinalysis. Upon the completion of 
MMT, or when one becomes stable, clients still can retain the need to have their drug-free 
status “endorsed” or confirmed: 
When a client is doing this for so long, if they move to a detox or drug free service, they still 
feel they have to give this sample, to prove, to on-goingly (sic) prove their drug free status. 
We're creating this dependence. It's ok to take away privacy, the clients have become ok with 
it, because for years that privacy has been taken from them. It's OK to stand and urinate in 
front of a professional, and then for that professional to dip or test your urine and endorse 
your recovery for you. Gerry, (service provider). 
I've heard people say urines are a good thing. I think that’s a bad thing. These people are 
eventually going to have to leave the services and you can't give urines for the rest of your 
life. I find talking, one to one keeps me clean. The mentality is though that urines keep you 
clean. Davie, 38. 
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The perennial need to “pass” a urine test can become an internalised proxy for recovery. As 
such, clients struggle to maintain their recovery outside the strict, regulated, panoptic regime 
of MMT. Dole and Nyswander’s “serious mistake” (1980:260) is now deeply embedded in 
the neoliberal, New Public Health Approach. Drawing from Mugford’s corporal/carceral/risk 
management trajectory (1993), I argue that Late Modernity fosters an MMT regime that is 
predicated upon sustaining an aberrant population, in what is a unique, unusual mode of 
public health. While the essence of a maintenance suggests indefinite treatment, MMT 
disallows reintegration, keeping clients in a liminal space of constant treatment with no social 
rehabilitation, arguably the antithesis of Dole & Nyswander’s initial MMT practice that 






A genealogical inquiry into the transition of discourse, in particular, vis-à-vis 
scientific and public health rationalities and technologies, can often propagate the disposition 
that contemporary practice retains superiority, underpinned by science and made manifest by 
progression. In many cases this is justified, its countenance reiterated through established 
cures and populations that enjoy longer, more productive and healthier lives. However, it is 
the refusal to examine pre-disposed assumptions and subjugated knowledge which now 
precludes MMT from fulfilling its potentially positive outcomes. 
When one considers that the outcomes propagated by the inaugural MMT trials are 
rarely replicated in contemporary MMT, an argument for the re-employment or reinstatement 
of the subjugated knowledge systems that informed the original discursive practices could be 
justifiable advanced. Dole and Nyswander’s practice was primarily informed by three 
principal perspectives; proper dosing, emphasising the quality of the client’s life over 
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abstinence and commencing reintegration early in treatment, (Dole & Nyswander 1965; 
1980, Kleber 2008). However, this chapter has demonstrated that MMT has now been 
divided into two distinct processes; abstinence and reintegration, a mode of bifurcation that 
prioritises detoxification over well-being. This key finding suggests that the elevation and 
emphasis on abstinence to the detriment of rehabilitation has actually advanced and 
institutionalised an ageing MMT cohort of long-term clients, (Mayock et al. 2018, Carew & 
Comiskey 2018, 2018a, Moran et al. 2018).13 With clients accumulating little recovery capital 
during MMT, detoxification is perceived as a menial, challenging outcome. As such, the 
client has little to lose. This was recognised by Dole and Nyswander (1980). However, it 
seems to have been buried beneath the socio-political contexts that now determine drug 
policy and drug control. I argue that the re-unification of maintenance and reintegration, as 
simultaneous modalities of rehabilitation, would perpetuate outcomes much like those of the 
early MMT trials and practice. As such, MMT may need to re-trace its underpinning practices 
and principles by looking back, over a half a century through subjugated systems of 





















13 See Appendix 6: Table of Participants, the vast majority of participants are long term MMT clients. Only two 
participants are engaged with MMT services for less than ten years, however a small number have left and re- 








The objective of the literature that initiated this research was to situate the MMT 
client within present day Irish discourse. In doing so, the genealogy helped demonstrate the 
aetiology of many of the human rights infringements that are alleged to latently underpin 
methadone provision. The seldomly analysed human rights of the methadone client are 
explicated to be rooted within a nexus of broad and often inter-connected sociological 
contexts. As such, although rarely explored, the human rights of the methadone client should 
not be considered to be an unforeseen, sudden manifestation of Late Modernity. Rather, the 
concept of the methadone client seeking to engage with human rights is a sociological 
conclusion and reaction to deeply embedded socio-historic opprobrium, othering and the 
emergence of a new outgroup, distinct but still associated with drug use and deviance; the 
drug service user. The thesis makes a number of contributions that have been drawn from 
unique, rich, in-depth data that was accumulated from those who navigate this social 
structure. The ‘two-step’ methodology, a combination of Participatory Action Research and 
Narrative Analysis was carried out over a three-year period. As a methodological paradigm, it 
facilitated a rare insight into a social system that is often misunderstood, demonized and the 
target of pejorative aspersion and disposition, as are those who engage with this regime. The 
key contributions include a genealogy of the Irish drug user, which makes manifest the 
perennial re-construction of this subject and an exploration of MMT from the perspective of 
Foucault’s governmentality framework, (Foucault 1991, Dean 1999, Walters 2012, Garland 
1997). The vehicle of governmentality frames drug policy, service provision and the 
constructs of those that use them as a corollary of perspectives, law changes and norms bound 
tightly by the prevailing, hegemonic economic episteme, (Foucault 1991, McKee 2009, 
Glenn 2019). The genealogy suggests society may benefit from looking back beneath deeply 
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buried systems of knowledge, in order to conceive a new platform from which MMT can be 
evaluated, examined and transformed, (Foucault 1980:82/83). 
This research now concludes by reflecting on the findings as outcomes of the long- 
term genealogical transitions articulated in these early chapters. By continuing the genealogy 
to inform the present-day narrative, MMT services were then analysed through the lens of the 
current service user perspective. The key research questions and early literature informs a 
trajectory from which the efficacy of the Public Sector Duty Act and The Right to Health can 
be evaluated. Both have been ratified by the State and are particularly pertinent to this 
research. The Public Sector Duty Act has been advocated as vital legislation regarding the 
realisation of rights for marginalised populations, by promoting equality, non-discrimination 
and human rights. However, this research has identified a myriad of barriers that inhibit the 
realisation of these rights and the rehabilitation process that MMT is purported to facilitate. It 
is the service user narrative that informs this research, enabling the research to propose 
systematic reform and a review of policy and practice to advance change to what has been 
demonstrated as a constraining, ineffectual and poorly governed harm reduction modality. 
This robust, low inference, vigorous empirical evidence unveiled what is a hidden and 
concealed apparatus, allowing the advancement of justified, powerful findings and informed, 
balanced debate. The data has situated MMT as a mode of social control masquerading as 
Public Health care, a harm reduction modality that produces harm replete with deliberate 
dividing practices that elevate the clinic as an institution that elicits and sustains particular 
conduct from clients through fear, sanction and reward/punishment binaries. Prior to the 
collection of data, it was envisioned that the interviewing process would contribute narratives 
and service experiences from a range of participants with contrasting and divergent outcomes 
and perspectives of MMT. Instead, the research has made manifest that MMT has become a 
plethora of sanctions, punitive practices and strategic games between a disconnected medical 
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policy base and its clients. As such, the often-painful lives of MMT clients were documented 
from a form of healthcare that is dehumanising, calculating and reminiscent of Weber’s Iron 
Cage with its contracts and many bureaucratic obligations. 
b. Implications: 
 
As neoliberal, Irish society emerges from the post-Celtic Tiger crash, questions of 
human rights are beginning to once again take precedence, or at the very least be raised and 
re-examined in areas concerning drug use, (CAN & SURIA 2018, Irish Council for Civil 
Liberties 2015). By utilising the service user narrative, this research amplified, unified and 
magnified the voice of this marginalised population, a populace that has long suffered due to 
sub-standard treatment that is rarely consistent with the international evidence base or 
evidence-based practice, (Lawless & Cox 2003, UISCE 2003, Pilling, Hardy & PIRC 2013, 
Farrell & Barry 2010, Priyadarshi 2012). By empowering the disempowered, this research 
has captured the life narrative of the contemporary Irish MMT client, many who postulate 
that they are routinely denied basic human rights as they attempt to engage with their 
services, (Pilling, Hardy & PIRC 2013, CAN & SURIA 2018). As such, it sought 
accountability from duty bearers and provided hypotheses to complex questions vis-à-vis 
human rights in Ireland and the State and society’s treatment of marginalised outgroups. 
A key finding postulated by this research is that the MMT apparatus is routinely 
failing its client or patient base. A opposed to enhancing lives, MMT in Ireland is a regime 
that invokes docility to maintain, govern and control a population who ostensibly have little 
to offer frenetic consumer society as either consumers or producers. A corollary of this 
objective is services remaining ‘stuck’ beneath the shadow of prohibition, services 
unrecognisable from Dole & Nyswander’s (1965, 1967) original framework and practice. 
Genealogically speaking, MMT has evolved into an unusual alliance of harm reduction 
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medication alongside prohibitionist discourse. Newman (1976) cautioned of the futility of 
this paradoxical mode of methadone treatment and his thesis is confirmed by this research. 
With success rare (Moran et al. 2018, Carew & Comiskey 2018, 2018a, Mayock et al. 2018), 
the passive recipient of inadequate public health care has failed to follow the ideal epistemic 
trajectory towards the consumer of public health care with rights, dignity and respect. The 
Public Sector Duty Act championed and advocated by many as key equality legislation 
pertinent to drug service users, has had a relatively minimal impact, (ADT 2019). It appears 
monitoring, an adjunct to the Public Sector Duty Act is ostensibly not being employed with 
diligence or purpose by duty bearers, as the socio-economically deprived are routinely 
mistreated by Public Bodies, (ADT 2019). Unfortunately, the uncomfortable truth of 
SURIA’s three-year campaign, glossy Report (supported by the Irish Human Rights and 
Equality Commission) and launch (CAN & SURIA 2018), is that the removal of mirrors from 
a number of clinics to help eliminate supervised urinalysis is thus far the only tangible 
outcome. A silence seems to have followed, as the remaining twenty-seven recommendations 
of this Report (CAN & SURIA 2018:8-11) have yet to exhibit meaningful transformation in 
the service user narrative, (ADT 2019). 
The concluding findings chapter discussed the sociological contexts and structures, 
primarily predicated upon policy and service provision, which have prevented MMT from 
fulfilling its purpose or potential. However, the poor treatment and human rights violations 
which have been demonstrated to be routinely manifest within the MMT system ask deeper 
question of Irish society and alienated, marginalised populaces. Structurally this has been 
analysed, however the emergence of “scrounger” literature, which frames welfare within 
conduct and conditionality paradigms, demonstrates a vindictiveness of sorts as employment 
and being a taxpayer are now seen as basic social obligations, (Young 2007, 2007a, Wincup 
& Monaghan 2016, Patrick 2016). This vindictiveness finds a target in those seen not to be 
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participating in economic recovery or practicing this obligation, as certain populations are 
perceived to be counter-productive to societal recovery and progress. The “Sociology of 
Vindictiveness” is a concept primarily associated with the work of Jock Young, (Young 
2003, 2007, 2007a). Briefly alluded to in the literature, his framework provides a useful 
framework to delineate how disillusionment and frustration within greater society can justify 
the withholding of rights and the mistreatment of those who avail of MMT, (Grover 2010, 
Grover & Payne 2010, Stevens 2011, Barrett et al. 2008). Young’s radical, provocative thesis 
is predicated upon a gaze of contempt from neoliberal homo economicus to those in need of 
State assistance. Although Young’s work is informed by scant empirical evidence, his 
hypothesis has been employed by contemporary scholars to excavate taxpayer’s frustration 
and resentment regarding the funding of the welfare state, (Grover 2010, Wincup & 
Monaghan 2016). One of Young’s (2007a) primary postulations is that contemporary society 
has evolved from an inclusive to an exclusive society. His hypothesis on how the societies of 
Late Modernity now exclude differs from most classical, stratification theorists. Young 
predicates the change from inclusive to exclusive societies on market forces “that penetrate 
every corner” of society, (2007a:91). This new exclusive society involves the transformation 
of labour markets, the decline of the manufacturing industry and the rise of widespread 
individualist competition, (Young 2007a:64). For Young, Fordism, regulated by Keynesian 
economics combined to increase consumerism and quality of life, engendering an inclusive 
society. Late modernity and the rise of neoliberal globalism have stimulated an exclusive 
society that ostracizes certain populations and routinely produces outgroups, groups excluded 
from the labour force, education and opportunity, (Grover 2010, Wincup & Monaghan 2016). 
Two of Young’s concepts; Relative Deprivation Downwards and Relative 
Deprivation Upwards, encompass the gaze between the classes. The upwards gaze, an anomic 
response to the “glittering prizes” of the wealthy that are beyond the reach of the poor, 
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underpins Young’s early work predicated upon deviance, (Young 1992:33). However, it is 
the downwards gaze that is pertinent here, as it pre-empts the creation of outgroups, 
scapegoats and harmful stereotypes that inform opprobrium and excuse mistreatment, (Young 
2007a:20). Late modernity and neoliberalism have promulgated a precarious middle class, 
with longer working hours, less leisure time with family, dual careers in marriages, career 
insecurity, life-long mortgages and a credit orientated society, imbuing many with what 
Young terms “ontological insecurity”, (Young 2003, 2007a:97-100). What makes this more 
plausible is Young’s prognosis of a blurring of the boundaries between the rich and the poor, 
morally, socially and spatially, particularly in the city, (Young 2003, Punch 2005). As 
opposed to the Chicago School’s concentric circle model of the city (Park & Burgess [1925] 
2019), gentrification and urbanisation have led to both the rich and poor inhabiting the same 
space. This is especially applicable to this research when one considers the urban renewal and 
sprawl that occurred during the Celtic Tiger “Boom Years” of ostensibly relentless 
prosperity. Neoliberal, Celtic Tiger Ireland situated those with significant resources within 
spatial zones that were traditionally the locations that were decimated by heroin use in the 
epidemics of the 1980s and 1990s, (Punch 2005). The thin boundary that separates the gazes 
has played a major role in the nurturing of rights violations for the Irish drug user. So-called 
aberrant behaviour was and is practiced in the sociological place inhabited by both rich and 
poor. This advances the creation of new out-groups, as the exacerbation of already 
established division transforms marginalisation into the non-realisation of rights. As 
resources become scarce with the decline of the so-called “Tiger” economy, welfare of all 
kinds is now scrutinised by both government and society. Cost and benefit are the new lenses 




This downwards gaze facilitates rationalities among the labour force that the 
unemployed are getting an “easy ride on the back of their taxes”, (Young 2007:41). The 
sociology of vindictiveness constructs the struggling and shrinking middle class who witness 
the poor, seemingly ontologically secure, enjoying free time and fulfilling all the stereotypes 
of the poor; reckless living, frequently absent fathers, single mothers and individuals who 
spend their days consuming alcohol and illicit drugs while their housing and benefits are 
provided by the Welfare State, (Young 2007:42, Grover 2010). Neoliberal technologies that 
engender longer working hours, less leisure and life-long mortgages can transform simple 
resentment and dissatisfaction into vindictiveness, (Young 2007, 2003, 2007a). Grover 
(2010) postulates that this vindictiveness often reinforces the middle class’ approval of the 
introduction of increasingly punitive, penal policies allied by harsh welfare conditionality 
technologies that advance aggressive interventions into the lives of those in need, in this case, 
MMT clients. Against such a backdrop, human rights are difficult to sustain for such an 
outgroup. For those excluded, change is difficult to implement. Young states this succinctly, 
“The mode of exclusion is, therefore, different from the past or present. It does not present 
itself as an on/off switch of inclusion or exclusion; either you’re inside society or you’re not”, 
(2007a:65). 
MMT often serves as a dividing practice for a burdensome and difficult to govern 
collective. As a group who fail to embody the values and mores of the entrepreneurial 
subject, the intent that underpins the reluctance to re-integrate clients is questioned by this 
research. As a mode of tacit control, surveillance and biopolitics, MMT cogently inhibits 
clients from participating in the labour market, maintaining patients in this long-term myriad 
of restricting commitments. What was a simple medical procedure (Dole & Nyswander 
1980:260) is now a plethora of obligations, appointments and regulations. Despite the 
inherent shortcomings of Irish MMT, the number of drug users seeking assistance from 
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services continues to increase annually (ECMDDA 2017, 2018, 2019), expounded the fact 
that heroin users will still engage with MMT. If the plethora of issues demonstrated in this 
research are not addressed, the corollary will most likely be the continued ascent of long term 
MMT clients, (Carew & Comiskey 2018, 2018a). With few enjoying a “successful journey” 
through the MMT system (Moran et al. 2018:1), an increased client based will further limit 
resources and further perpetuate the demonstrated poor treatment and outcomes. 
Many service users believe they have no say, input or voice regarding their own 
treatment. Change is difficult to attain when service users do not know their rights or have 
lost faith in the system that is supposed to treat them as dignified individuals who have 
succumbed to a health issue. Notwithstanding the fact that drug use and rehabilitation are 
situated within a health and justice binary, I argue that the dark side of the epistemological 
switch to neoliberal biopolitics has created an MMT system that is itself constructed much 
like the contemporary criminal justice system; underpinned by a penal culture of control, 
surveillance and interdiction. Considering the majority of MMT services are cognizant of 
where their clients will be on almost any given day, (i.e. providing urinalysis, visiting the 
clinic or doctor, collecting medication), MMT as a form of social control, based on the 
definition of Cohen (1984) is a valid conclusion. As a public health modality replete with 
conditions, sanctions and practices that highlight an overextension of power into the lives of 
its clients, the navigation of MMT has become problematic for many clients. The mandatory 
signing of the consent form, at a time when the patient is ill, is a questionable obligation from 
both a moral and human rights perspective. Randomised urinalysis is employed as the 
instrument which coerces service users into becoming guardians of the self, producing this 





As sociological research, the objective of this project was to elicit the contemporary 
MMT client narrative and frame the modality within a human rights perspective. Active drug 
users will possibly never receive equality, however those whom have attempted to gain 
assistance to cease heroin use have broken no laws in doing so and should be applauded. As 
discussed, the research data is but one side of a complex social system that extends deeply 
into the lives of service users. As such, providers often find themselves engrained in chaotic 
lifestyles with ubiquitous legal, social and economic contexts that can often include the 
guardianship of children and other highly sensitive areas of the service users’ lives. A 
considerable limitation of this study was the lack of service provider input employed in the 
methodology. The small number of service providers (n=5) is not sufficient to get the 
normative narrative of service providers and the power dynamics of making decisions that 
have been delineated as punitive, unnecessary and not predicated upon the international 
evidence base. This is noted by the researcher. Stand-alone narratives, some advancing 
serious human rights allegations were not included in the study. Moreover, any examples of 
data used to inform findings are drawn from multiple claims from service users from separate 
services, claiming similar treatment outcomes, experiences and accounts. All other possible 




d. Recommendations and Future Research: 
 
The research is predominantly informed by a Foucauldian perspective that subsumes 
many of his concepts. The work of Young (2003, 2007, 2007a), briefly alluded to throughout 
and Giorgio Agamben (1998, 2005) may also be effective if one is to further develop the 
hypotheses vis-à-vis vindictiveness (the former) and State Sponsored Othering (the latter). As 
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an “othering” tool, MMT situates and retains clients on the fringes and margins of the 
mainstream. Intent is difficult to substantiate, however the work of Agamben (1998, 2005), 
predicated on the practice of State sponsored “othering” is useful in understanding why this 
might occur. To appreciate Agamben’s framework and fathom its efficacy in illustrating the 
life of the MMT client as a state-sponsored other, a brief synopsis of his most salient work 
Homo Sacer, Sovereign Power and Bare Life (1998) is necessary. Agamben introduces his 
archaic concept by alluding that in Ancient Greece, there were several words for life, each 
with distinct separate meanings. There was, according to Agamben, no single noun used to 
delineate life. Zoe, or bare life, was a form of life that was common to all, women, children, 
the insane etc. However, bios was a form of life that indicated the individual, in this case 
always male, had political life also, and lived, to borrow from Aristotle, “life according to the 
good”, (1998:2). Homo sacer was an individual who had, on the order of the sovereign, this 
bios removed, in what can be described as state-sponsored “othering”, or “a kind of 
bestialisation of man”, (1998:3). The law now stated that this ancient subject could be 
murdered without penalty but not sacrificed to the gods. Although Agamben does not discuss 
why an individual would be reduced to this status, it can be safely assumed to be a 
punishment of some description, as sovereign power is predicated upon subtraction and 
reduction. Agamben’s paradoxical inclusion through exclusion dichotomy or binary that 
informs much of his thought is introduced here. Much like the MMT client, homo sacer was 
only included in life in that he was excluded. His identity was underpinned by his status as 
the “other”. Agamben’s hypothesis is dominated by a jurido-discursive mode of power and is 
arguably dependent on a telos from antiquity. However, his concept is a useful metaphor for 
populations who have had rights removed and lives restricted. He elucidates how certain 
individuals or groups are deemed not to have the necessary attributes to be governed with 
equality or dignity, perpetuating the concept of authoritarian governmentality (Dean 1999), a 
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framework alluded to throughout the research, in order to elicit and sustain socially 
acceptable behaviours. Agamben posits that all societies, even modern, contemporary 
societies have the potential to subjugate populations and individuals, resurrecting this figure 
from antiquity. “Every society, even the most modern decides who its sacred men will be”, 
(1998:139). There are many groups who could justifiably claim to be modern-day Ireland’s 
homo sacer, with MMT clients one that assumes the necessary attributes to be objectified in 
this way. The works of Agamben (1998, 2005) and Young (2007, 2003, 2007a) are useful in 
understanding the sociological difficulties that MMT clients and advocating groups encounter 
when attempting to seek accountability and rights from duty bearers. Although the empirical 
evidence is scant, both theses could cogently underpin research as to why the contemporary 
MMT client has become an increasingly polarising figure. 
The findings highlight a myriad of recommendations, with the practice of urinalysis 
being among the most prominent. As a practice that has long being deeply embedded in 
MMT, distilling the entire recovery modality down to a test, the research attests to the need 
for an urgent review of the practice. A more holistic, less invasive and aggressive approach to 
MMT and the abolition of contingency management strategies in the guise of the 
reward/punishment binary would propagate partnership, participation and open disclosure, a 
troika of the primary tenets of rights-based treatment. A health-based approach to drug use, a 
mantra repeated in press releases and the subtitle of the current National Drug Strategy 
(Department of Health 2017), is not attainable alongside punitive, penal discourse. Irish 
MMT will continue to fail lest the rhetoric of Dole & Nyswander (1965, 1967, 1980) is 
reinstated, with re-integration elevated to the importance that services now place on 
abstinence. The subjugated knowledge of a unified framework of medical assistance 
alongside social rehabilitation must be restored if MMT is to be framed within human rights 
progression as opposed to human misery and regression. 
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The introduction of harm reduction was a delicate, intricate affair that was concealed 
from the public to limit controversy and criticism, (Butler & Mayock 2005). Due to the 
covert nature of introducing more methadone facilities and expanding needle exchange, much 
of Irish society remain uneducated of the rationale of harm reduction and in particular MMT. 
Prescribing an opiate to a drug addict is for some, akin to enabling and facilitating illicit drug 
use, (Carlin 2005). The free-fix mentality must be addressed if rights-based treatment is to 
gain acceptance. It is two decades since the public perception of drug use have been 
academically explored, (Bryan et al. 2000). For the MMT client to evolve from the “less than 
human” epithet (Barrett et al. 2008:1), the public must be educated vis-à-vis the potential 
efficacy of MMT. The caricature of the “Junkie”, informed by the media and possibly early 
academic papers that sought to frame the drug user into a neat demographic box must also be 
challenged, (Stevenson & Carney 1971,1971a, Dean et al. 1983). Only then will the MMT 
patient be treated as a consumer of Public Health. Only then can the ‘passive recipient of 
inadequate public health’ construct be removed. And only then will the epistemic trajectory 
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Interview - Consent Form. 
 
Research Title: Service User Perspectives on Irish Drug Policy: Towards the Development 
of a Human Rights Centred Approach. 
 
Researcher: Supervisor 
Richard Healy, Professor Mary P. Corcoran, 
Room X, Auxilia House, Room X.X, Auxilia House, 
Department of Sociology, Department of Sociology, 
Maynooth University, Maynooth University, 
Maynooth, Maynooth, 
County Kildare. County Kildare. 
Email: richard.healy@xxxxxxxx.com Email: mary.corcoran@xxxxxx.com 
Phone: 01-1234567 Phone: 01-1234567 
 
 
Many thanks for agreeing to take part in this research project. Due to you accessing a drug 
service/working in a drug service/being a member of an organisation seeking to implement 
best practice in drug services, you have been invited to take part. Again, I am extremely 
grateful to you for agreeing to participate. 
 
Statement of Participation: 
 
I agree to take part in the interview stage of the research project mentioned above. I 
acknowledge that I have received an information sheet regarding the research and fully 
understand the research. Any questions I have regarding the research have been answered to 
my satisfaction by the researcher. I have been made aware that I may consent to the 
interviews verbally. My consent and participation are dependent on the conditions of the 
information sheet being met. 
 
Signature:   Date:    
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You may withdraw your consent and the collected interview data at any time before the 
research is published. The research is expected to be published in August 2019. You may 





An individual, personal presentation of the findings and key themes of the interviews is 
available upon request from the researcher. This must be requested before the publication 
date (expected August 2019). 
 
If during your participation in this study you feel the information and guidelines that you, 
have been neglected or disregarded in any way, or if you are unhappy about the process, 
please contact the Secretary of the Maynooth University Ethics Committee at 
research.ethics@nuim.ie or +353 (0)1 XXXXXXX. Please be assured that your concerns will 












Interview – Information Sheet. 
 
Research Title: Service User Perspectives on Irish Drug Policy: Towards the Development 
of a Human Rights Centred Approach. 
 
Researcher: Supervisor 
Richard Healy, Professor Mary P. Corcoran, 
Room XX, Auxilia House, Room X.X, Auxilia House, 
Department of Sociology, Department of Sociology, 
Maynooth University, Maynooth University, 
Maynooth, Maynooth, 
County Kildare. County Kildare. 
Email: richard.healy.2015@XXXX.ie Email: mary.corcoran@XXXX.ie 





The research will seek to analyse Irish drug services from your experience as a drug service 
user. Your experiences engaging with drug services, including methadone maintenance, 
community drugs projects and needle exchanges will be used to evaluate these services. The 
research aims to promote a human rights centred approach to drug rehabilitation, in which the 
service user is seen as an individual with a problem, as opposed to being the problem. Every 
effort will be made to keep the interviews confidential and anonymous. Your agreement is 
sought, in order to use the collected data to help improve the delivery of drug services. I aim 
to do this by completing a four-year research project and by working with a service user 
group called Service User Rights in Action, backed by the Irish Human Rights and Equality 
Commission. Your interviews will be used in both these projects. I am asking to use your 
data in both instances. Central research areas/questions include: 
 
• A brief life history of your drug use. 
 
• How have you experienced drug services? Have you felt frustrated or satisfied? Does 
your drug service consider and provide for your needs? 
 
 
•  Do you feel you have always received fair and equal treatment from your drug 




• What are the main advantages and disadvantages of engaging with your drug service? 
 






As a participant, you are invited to discuss your personal experiences of drug services. In the 
majority of cases, the interview process will consist of one interview, face to face (no 
telephone interviews), and should not exceed one hour. However, the researcher asks your 
permission to contact you for possible follow up interviews, if it is seen to benefit the 
research. The interview(s) will take place at a time and venue of your choice. Participation is 
invited on a voluntary basis; however, any expense incurred will be re-funded. The 
interviews will be voice recorded. 
 
• All data will be removed from the recording device as soon as possible and stored on 
a password protected PC, in a locked office on the campus of Maynooth University. A 
back-up copy of the interviews will be kept at a secure place away from the 
University in the unlikely event that the University system crashes and data is lost. 
This is necessary to protect the researchers work. It is your choice to have real names 
and any personal details removed from the data. Any data that you feel identifies you 
can also be changed on request. Your confidentiality and trust are vital to me. I am 
experienced in the collecting of anonymous data for similar research projects. 
 
• The interviews will be used in the final publication of this research. This is planned 
for October 2019. They may also be used by Service User Rights in Action, (CAN 
and SURIA). SURIA are a group of service users, former service users, doctor and 
activists with whom I am collaborating with, in an effort to bring the human rights of 
service users into Irish drug policy. Your confidentiality will still be kept in all work 
that uses data from the interviews. 
 
 
• The entire research project, or parts of the research project, may be published or 
discussed at conferences. Every effort will be made to keep your identity anonymous. 
All records containing personal information will remain confidential, however, it must 
be recognized that, in some the circumstances, the confidentiality of research data and 
records may be overridden by courts in the event of litigation or in the course of 
investigation by lawful authority. In such circumstances, the University will take all 
reasonable steps within the law to ensure that confidentiality is maintained to the 
greatest possible extent. The sole purpose of this research is to evaluate drug services. 
Your experience of all drug services is the sole focus. Crime and other sensitive issues 
will not be explored. 
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• If any evidence of child abuse or negligence comes to light in the interviews, it will be 
reported to the relevant authorities. 
 
• All interviews will be kept securely by the researcher, password protected and 
encrypted (coded). The Researcher, Richard Healy, will be the only person who can 
read the interviews. After the research, the interviews will be kept, password 




• If you feel in any way distressed by the interviewing process, please feel free to 
contact James McAuley, 086 1234567 for assistance, free of charge. Mr McAuley is 
an experienced addiction counsellor/key worker. Although this service is supplied by 
the researcher, it is no way connected to the research and is entirely confidential. 
 
 
• The sole purpose of the interview is to evaluate drug services you have used in the 
past, and/or are currently using. Therefore, crime and illegal activity that is not 
relevant to the interviews will not be discussed. This is for the protection of both you 
and the researcher. 
 
 
• The interview can be stopped at any given time by you. In the unlikely event that you 
























6. Table of Participants. N=47 
 
 
Name Sex General Information 
Sinead1 F Age 33, approx. ten years MMT, doctor setting, from 
a rural town, a college student. 
Robbie M Age 44. Long term MMT client, unemployed, from a 
city location, Community Drug Project client. 
Johnny M Age 43, 25 years MMT, doctor setting, Community 
Drug Project Client, unemployed from a city location. 
Ruth F Age 41, 25 years MMT, clinic setting, unemployed 
from a city location. 
Jenna F Age 45, 20 years MMT, clinic setting, unemployed 
from a city location. 
Audrey F Age 40, 15 years MMT, clinic setting, unemployed 
from a city location. 
Mark M Age 38, 5 years MMT, doctor setting, unemployed 
from a suburban location 
Pete M Age 52, 20 years MMT, doctor setting, unemployed 
from a rural location. 
Shane M Age 20, 2-3 years MMT, doctor setting, unemployed, 
Community Drugs Project client from a rural location. 
Emma F Age 44, 20 years MMT, doctor setting, unemployed, 
Community Drugs Project, from a city location. 
Lisa2 F Age 41, less than one year following relapse, doctor 
setting, unemployed, Community Drugs Project client 
from a suburban location. 
Sharon F Age 37, One year Suboxone following MMT, clinic 
setting, unemployed, Community drugs Project client, 
from a city location. 
Gerard1 M Age 41, 26 years MMT, clinic setting, unemployed, 
living in a city centre hostel. 
Sharon2 F Age 46, 19 years MMT, clinic setting, unemployed, 
from a suburban setting. 
Ben M Age 39, 15 years MMT, clinic setting, Community 
Drugs Project client, unemployed, from a rural 
location. 
Jason M Age 44, 28 years MMT, unemployed, doctor setting, 
community drug project client, from a city location. 
Aoife F Age 35, Over 10 years MMT, clinic setting, college 
student, from a rural town. 
Aido M Age 33, 10 years MMT, doctor setting, unemployed, 
from a rural town. 
Paula F Age 41, 21 years MMT, clinic setting, Community 
drug project client, college student, living in a City 
centre Bed and Breakfast accommodation due to lack 
of housing. 
Lisa F Age 36, MMT 16 years, doctor setting, unemployed, 
Community Drug Project Client, from a suburban 
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  town. 
Sinead2 F Age 33, unemployed, 12 years MMT, clinic setting, 
from a city location. 
Paul M Age 41, On a waiting list for MMT, buying “black 
market methadone”, employed living in a rural town. 
Steph F Age 41, MMT 19 years, clinic setting, unemployed, 
from a suburban town. 
Keith M Age not given, long term MMT client, clinic setting, 
unemployed, from a city location. 
Mike M Age 35, single father, unemployed, doctor setting, 
living in a rural town. 
Gerard M Age 54, 18 years MMT, clinic setting, unemployed, 
from a city location. 
Emily F Age 50, former service user rep., long term MMT 
client, unemployed, from a suburban setting. 
Doctor A M NA 
Doctor B M NA 
Jimmy M Service provider, key worker and counsellor in a 
Community drugs project, former service user. 
Linda F Age 35, MMT for 10 years, doctor setting, mother of 
two children, lives in a rural town 
John Brown M Age 45, long term MMT client, unemployed, from a 
suburban location. 
Ivan M Age 41, 20 years MMT, doctor setting, unemployed, 
Community drug project client, living in a rural 
location. 
Stacey F Age 30, former MMT client, unemployed, 
Community drug project client, from a suburban 
location. 
Lenny M Age 37, awaiting to commence MMT for the second 
time, unemployed, from a rural location. 
M M Age 44, on/off MMT for 10 years, unemployed, 
Community drugs project client, living in a city centre 
hostel. 
Mick M Age 37, on/off MMT for 20 years, now in a doctor 
setting, college student, living in a rural town. 
Jazz M Age 52, 5 years MMT, doctor setting, unemployed, 
from a city location. 
Louise F Age 35, former MMT client, service user rep, 
Community drug project client, from a city location. 
Niall M Age 46, 20 years MMT, doctor setting, unemployed, 
service user rep., from city location. 
Aaron M Age 41, awaiting MMT, unemployed due to drug use, 
community drug project client, from a suburban 
location. 
Davie M Age 38, 15 years MMT, doctor setting, unemployed, 




Joseph M Age 36, on/off MMT circa 18 years, doctor setting, 
unemployed, living in a rural location. 
Eamonn M NA 
Noel M NA 
Gerry M Service provider and former service user, 
Helen F Former MMT client (long term), service user rep, 
unemployed, from a city centre location. 
 
Two participants died during the four years of research. For reasons of respect and due to 
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